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—or “as much as you wish” —when written in a preserip- 


tion, permits the use of unlimited quantity. Mention of this 
privilege provides an opportunity to point out that in every 
prescription the minimal requirements for quality may be 
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in Surgical and 


Other Infections AUR EOMYCIN 


Surgeons are now generally coming to the conclusion 
that the use of aureomycin preoperatively and post- 
operatively in all cases is worthwhile insurance against 
infection. ‘This is particularly true in infections in- 
volving the peritoneum. 

Aureomycin has also been found effective for the con- 
trol of the following infections: African tick-bite fever, 
acute amebiasis, bacterial and virus-like infections of 
the eye, bacteroides septicemia, boutonneuse fever, 
acute brucellosis, Gram-positive infections (including 
those caused by streptococci, staphylococci, and pneu- 
mococci), Gram-negative infections (including those 
caused by the coli-acrogenes group), granuloma in- 
guinale, /7. influenzae infections, lymphogranuloma 
venereum, primary atypical pneumonia, psittacosis 
(parrot fever), Q fever, rickettsialpox, Rocky Moun- 
tain spotted fever, subacute bacterial endocarditis re- 
sistant to penicillin, tularemia and typhus. 


Capsules: Bottles of 25, 50 mg. each capsule. 
Bottles of 16, 250 mg. each capsule. 


Ophthalmic: Vials of 25 mg. with dropper; solution 
prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION Ganamid cowpavy 30 Rockefeller Plaza, New York 20, Y- 
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A Sanitarium for Rest under Medica) Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long leaf pines. It is located on U. S. Route 1. six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly out- 


joors. 
Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 
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MEDICAL FURNITURE 
AT ITS BEST... 


tHE NU-TONE 
SUITE 


Here is medical furniture at 
its best. You will like the con- 
cealed Hide-A-Roll, a Ster-O- 
Sheet paper roll attachment 
that furnishes a fresh, sanitary 
surface for each patient... . 
counter-balanced top that is ad- 
justable at the touch of your 
finger ... disappearing Stir- 
rups that fold out of sight when 
not in use. The upholstered top 

is 3” wider and 4” longer than 
standard size! Your patients will feel relaxed and comfortable ... and you'll find the roomy 
drawers and cupboard won’t stick or jam. The Nu-Tone Suite has a hand rubbed walnut finish. 
You will want to see for yourself the beauty and quality of this Hamilton Medical Equipment. 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 111 North Greene Street, Greensboro, N.C. 
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PINECREST MANOR for ALCOHOLICS 


No Hypodermic Injections — No Narcotics Used 


Anne & Fred Engelsberg, Directors 
SOUTHERN PINES, N. C. 


BROAD STREET SANITARIUM 
Exclusively for the Treatment of 


ALCOHOLISM 


Conditioned Reflex Aversion and Other Latest Approved. Methods 


Charles G. Young, M.D. Virgil Johnston 
Medical Director Managing Director 


Broad Street Road Telephone 6-1556 Richmond, Virginia 
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THE LAXATIVE FOR 


Gentle, Effective Action 


Phospho-Soda (Fleet)'s* action is prompt and thorough, free 
from any disturbing side effects. That’s why so many modern 
authoritative clinicians endorse it...why so many thousands 
of physicians rely on it for effective, yet judicious relief of con- 
stipation. Liberal samples will be supplied on request. 


“*Phospho Soda ‘Fleet! 1s solution containing in each 100 cc sodium biphosphate 48 Gm and sodium 
phosphote 18 Gm Both Phospho Sodo ond Fleet ore registered trade marks of C B Fleet Company, Inc. 


B. FLEET CO., INC. « LYNCHBURG, VIRGINIA, 
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Throat Specialists report on 
30-day test of Camel smokers: 


Not one 
single case 
“\ throat irritation 
to smoxing 
Camels!” 


Yes, these were the findings of throat spe- 
cialists after a total of 2,470 weekly exami- 
nations of the throats of hundreds of men 
and women who smoked Camels —and only 
Camels — for 30 consecutive days. 


LONG BEFORE | 
GOT THE DOCTOR'S 
REPORT, | KNEW 
CAMELS AGREED WITH 
MY THROAT. THEY 
SMOKE SO MILD— 
AND THEY ARE SO 
GOOD-TASTING ! 


R. J. Reynolds Tobacco Co,, Winston-Salem, N.C, 


ACCORDING TO A NATIONWIDE SURVEY: 


25 More Doctors Smoke Camels 


THAN ANY OTHER CIGARETTE 


ND 
Yes, doctors smoke for pleasure, too! In a nationwide survey, three independent research organi- 
zations asked 113,597 doctors what cigarette they smoked. The brand named most was Camel. 


® Elaine Bassett, television stylist, is one of hundreds, coast to coast, who made the 
‘ 30-Day Test of Camel Mildness under the observation of throat specialists. 
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The carefully adjusted, low surface tension of Koromex Jelly and Cream, 


assures even spreading over the entire vaginal mucosa. This results in 


i 


greater penetration, increased barrier action and faster spermicidal time 


ACTIVE INGREDIENTS: BORIC ACID 2.0% OXYQUINOLIN BENZOATE 0.02% 
AND PHENYL MERCURIC ACETATE 0.02% IN SUITABLE JELLY OR CREAM BASES 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. «+ 145 HUDSON STREET, NEW YORK 13, N. Y. MERLE Lt. YOUNGS 
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in december 


Pollens may invade the air as early as January in 
California and last through December in Florida. 
wherever hay fever may be 
and whatever the pollens, a valued measure of symptomatic 
relief can be expected in most patients with 


TRIMETON,® one of the first of the more 
potent antihistaminic compounds, 
continues to be, as always, a reliable 
means of making the hay fever sufferer 
more comfortable. Because the 
incidence’ of side effects is relatively 
low, it is rarely necessary to 
discontinue TRIMETON. 


CORPORATION + BLOOMFIELD, NEW JERSEY 


(brand of prophenpy 


Packaging: Trimeton Tablets 
(prophenpyridamine) 25 mg. 
Bottles of 100 and 1000 scored tablets. 
TRIMETON Maleate Elixir containing 
7.5 mg. per teaspoonful is available 

in bottles of 4 and 16 oz. 
Patients taking Tr1METON should be 
informed of the nature of side effects 
common to all antihistamines. 
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boxing the compass in infant nutrition 


a 


North, East, South, West—for every type of nutritional requirement, there is a 
Borden prescription product scientifically designed to.meet the problem. 


BIOLAC, Borden’s improved, evaporated-type liquid modified milk, provides for 
all the known nutritional needs of early infancy except vitamin C. 


DryYCO, a high-protein, low-fat powdered milk, serves as a valuable food in itself 
and as a versatile base assuring ample protein intake plus vitamins A and D, 
MULL-SOyY is the answer to milk allergies—an emulsified hypo-allergenic soy food 
approximating milk, GERILAC, a spray-dried whole milk and skim milk powder, 
supplies elderly patients with high quality protein, calcium and iron, and also vita- 
mins A, D, B and C, BETA LACTOSE promotes normal intestinal flora and acidity 
when used as a carbohydrate modifier. KLIM is powdered pasteurized whole 

milk, spray-dried for rapid solubility, convenient in hot climates and during travel. 


These Borden products conform to the requirements of the Council on Foods 
and Nutrition and the Advertising Committee of the American Medical Association 
and are available only in pharmacies, We welcome inquiries from physicians. 


Write for professional literature and attractive practical Recipe Books. 


The Borden Company, Prescription Products Division 
350 Madison Avenue, New York 17 
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The famous English poet, Algernon Charles Swinburne, who began to show 
signs of epilepsy at the age of 25, is a prominent example that despite epilepsy 
a man may develop to true greatness. 


Comparative studies have shown that in some cases better control of grand 
mal as well as petit mal seizures can be obtained with Mebaral than with 
corresponding doses of other antiepileptic drugs. Mebaral produces tranquillity 
with little or no drowsiness. It is particularly desirable not only in epilepsy 
but also in the management of anxiety states and other neuroses. The fact 
that Mebaral is almost tasteless simplifies its administration to children. 
Average dose for children 2 to 3 grains, adults 3 to 6 grains daily. Tablets 
Y2, 1¥%2 and 3 grains. 


MEBARAL 


Brand of Mephobarbital 


13, N: ¥.. WINDSOR, 
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The only KEELEY INSTITUTE in The Southeast 
For The Treatment of Alcoholism Exclusively 


The Keeley method of treatment recognizes that acute alcoholism first must be medically 
treated as a disease before other curative forces can be effective. Each patient is given indi- 
vidual medical attention and guidance toward rehabilitation. Psychotic patients are not ac- 
cepted, 

The Keeley method of treatment combines the latest medically proven and accepted tech- 
niques with the experience of over 50 years clinical work in treating alcoholics exclusively. 
Keeley maintains its own laboratories at Dwight, Illinois, for research in therapy and 
rehabilitation. 

The Keeley Institute is ideally located near the heart of Greensboro, N. C. The spacious 
occupy an entire eity block offering the quiet and seclusion of the country within 


£ 


grounds 
the city. 

The patient is not confined. On the grounds are restful shade trees and gardens, and 
outdoor recreational facilities. As the patient's condition permits, he is allowed off the grounds 
several hours each day. Control of each patient is maintained through the close supervision 
of the medical staff. 


Only consent patients are accepted. The conditioned reflex treatment and the use of un- 
necessary restraint are rejected. Rather, facilities and staff are teamed to create an atmos- 
phere that will enable each patient to understand and accept the responsibility in working 
toward his own rehabilitation. 


Professional inspection is invited. 


Male patients chiefly. New facilities for a limited number of women patients. 


THE 
INSTITUTE 


Telephone 2-4413 GREENSBORO, NORTH CAROLINA P. O. Box 29 


A, F. Fortune, M. D., Medical Director Ben F. Fortune, M. D., Associate Medical Director 
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Hypercholesterolemia 


ONE PINT 


Choline is indicated in fatty infiltra- 
tion of the liver associated with adh $0 en Saati 

early cirrhosis, alcoholism, diabetes Choline Chloride 6 Groms 
and malnutrition. "Oring added. Preservative: 


Each teaspoonful (5 cc) of Elixir Org Glycol 159%, N-Buty! Porahy" 
Choline Chloride (Taberoc) supplies droxybenzoate .05%: 
one gram choline chloride. It sup- 

plies more choline base than most 

preparations available for clinical —-. 

use. 


Elixir Choline Chloride (Taberoc) °” the Prescription of a physicio® 
should be taken after meals and KEEp 
IN A COOL PLACE 


preferably mixed with half glass 


cold water. 
TABLER Tories 


TABLEROCK LABORATORIES 
GREENVILLE, SOUTH CAROLINA, U.S.A. 
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The Protein-Rich Breakfast 
and Morning Stamina 


Extensive studies* by the Bureau of Human Nutrition have established that 
breakfasts rich in protein and supplying 500 to 700 calories, effectively 
promote a sense of well-being, ward off fatigue, and sustain blood sugar 
levels at normal values for the entire morning postbreakfast period. 


These physiologic advantages are related mainly to the protein content rather 
than to the caloric content of the breakfast. In fact, when isocaloric breakfasts 
were compared, those with the higher amounts of protein led to the great- 
est beneficial effects. Breakfasts providing the lower quantities of protein 
(7 Gm., 9 Gm., 16 Gm., and 17 Gm. respectively) produced a rapid rise in 
the blood sugar level and a return to normal during the next three hours. 
Breakfasts providing more protein (22 Gm. and 25 Gm. respectively) pro- 
duced a maximal blood sugar rise which was lower than that following the 
breakfasts of lower protein content, but the return to normal was delayed 
beyond the three hour period. 

The subjects on the higher protein breakfasts “reported a prolonged 
sense of well-being and satisfaction.” The findings indicated that the 
beneficial effects of the high protein breakfast on the blood sugar level 
may extend into the afternoon. 
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Meat, man’s preferred protein food, is a particularly desirable means of 
increasing the protein contribution of breakfast. The many breakfast 
meats available are not only temptingly delicious and add measurably to 
the gustatory appeal and variety of the morning meal, but they also pro- 
vide biologically complete protein, B-complex vitamins, and essential 
minerals. Meat for breakfast, a time-honored American custom, is sound nutri- 


tional practice. 
*Orent-Keiles, E., and Hallman, L. F.: The Breakfast Meal in Relation to Blood-Sugar 


Values, Circular No. 827, United States Department of Agriculture, Bureau of Human 
Nutrition and Home Economics, Agricultural Research Administration, Dec., 1949, 


The Seal of Acceptance denotes that the nutritional statements @faen@> 
made in this advertisement are acceptable to the Council on Pe 
Foods and Nutrition of the American Medical Association. — 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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AL THERAPY 


IN ANTIBACTERI 


AN ADVANCE 


FUBALIN 
SOLUTION 


OF 


FOR PAINFUL inrecten surrace LESIONS such as Burns... 


the application of Furacin Solution by means of an atomizer has obvious advantages, 
The low surface tension and water miscibility of Furacin Solution facilitate 

its attaining the sites of infection. 
The Furacin® brand of nitrofurazone N.N.R. is available in 0.2 


N | T R 0 F U R ANS per cent concentration in water-miscible vehicles. It is 


indicated for topical application in the prophylaxis 

onl J a 5 or treatment of surface infections of wounds, severe 
‘oO burns, cutaneous ulcers, pyodermas, skin grafts 

A unique class of and bacterial otitis. Literature on request. 


antibacterials - EATON LABORATORIES, INC., NORWICH, NEW YORK 


FURACIN SOLUBLE DRESSING + FURACIN SOLUTION + FURACIN ANHYDROUS EAR SOLUTION 
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DIGITALIS 


and the philosophy of 
maturity... 


The recognition of the need to preserve those values 
which continue to prove their usefulness over gener- 
ations is a prominent indication of maturity in 
therapeutics, as in individuals. 


DIGITALIS WHOLE LEAF — THE TIME-PROVED 
CARDIAC REGULATOR — has been of unmistak- 
able value since its first reported use by Withering 
over 150 years ago. 


Since its founding, Charles C. Haskell and Company 
has supplied the medical profession with a biolog- 
ically standardized, clinically tested preparation 
meeting the exacting requirements of physicians 
confronted with cardiac emergencies. 


DIGITALIS 


HASKELL 


Pom, 


Available in tablets of 1 
U. S. P. Unit in bottles con- 


( taining 100, 500, and 1,000. 


CHARLES HASKELL & CO., INC. 
RICHMOND, VIRGINIA 
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you, staffed by capable men eager to serve you well. 
Picker X-Ray Corp., 300 Fourth Avenue, N. Y. 10. 
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A Modern Hospital 
for the 
Treatment of Alcoholism 
Exclusively 


A private hospital offering scientific, institutional, medical, 
psychological, reflex, reduction and other methods for the rehabilitation 


of consent patients suffering from alcoholism. 


All equipment modern with facilities to take care of 50 patients 


both male and female. 


Under the direction of a competent licensed M. D. with five 
consultant physicians subject to call. Registered Nurses in 


charge 24 hours daily. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
five miles West of Roanoke, on Highway 11, in the quiet serene mountains 
of Virginia, conducive to rest, comfort and recuperation, Doctors inspection invited, 


For information phone or write. 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11. 
Salem, Virginia — Phone Salem 287 
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Tincture 


TOLATE, 


if a patient could be 
autoclaved 


... or if prolonged scrubbing 
with soap were always sufficient, 
there wouldn’t be much need 
for ‘Merthiolate’ (Sodium Ethyl 
Mercuri Thiosalicylate, Lilly). 
Even more than laboratory proof, 
wide usage has demonstrated 
the reliability of ‘Merthiolate’ 
for protection against infection. 
It has withstood 

the critical test of many years, 
earned the approval 


of many careful physicians. 


lly 


Detailed information and literature 
on ‘MERTHIOLATE’ PropucTs are 


supplied through your M.S.R.* 


*M.S.R.— Lilly Medical SERVICE Representative 
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PRACTICAL CONSIDERATIONS IN THE DIAGNOSIS 


OF THE JAUNDICED PATIENT 
T. GRIER MILLER, M.D. 
PHILADELPHIA 


The word “jaundice” means yellow. By 
the term we ordinarily signify a yellowish 
discoloration of the skin that has resulted 
from an excess of bile pigments in the 
blood. In spite of that definition, we ordi- 
narily have recognized two types of jaun- 
dice: “overt jaundice,” in which there occurs 
a yellowish pigmentation of the skin, mu- 
cous membranes, and sclerae; and “latent 
jaundice,” in which, although the bilirubin 
content of the blood is increased, it is not 
sufficient to cause discoloration of the body 
tissues. More properly the word ‘“‘jaundice” 
should be restricted to the visibly recogniz- 
able type of hyperbilirubinemia, and the lat- 
ter word should be employed to include both 
the overt and the latent types. 

In 1939, just ten years ago, Machella and 
I wrote the chapter on “Diseases of the 
Liver” in Nelson’s System of Medicine. In it 
we discussed the types and the pathogenesis 
of jaundice with a certain sense of finality. 
We classified its causes as obstructive, hemo- 
lytic, and hepato-cellular; and we unhesi- 
tatingly invoked the van den Bergh reaction 
in support of the classification and of the 
mechanisms that were described. Today that 
procedure for the determination of the type 
of jaundice has been discredited, for it has 
been recognized that it only confused our 
understanding of the physiology and of the 
clinical aspects of the affection. 

In the meantime many new tests for the 
study of liver function have been developed, 
but they too have failed fully to clarify the 


From the GastroIntestinal Section (Kinsey-Thomas Foun 
dation) of the Medical Clinic of the University of Pennsylvania 
Hospital. 

Presented in the Postgraduate Medical Extension Course of 
the University of North Carolina at Wilmington, February 23, 
1950, 


problem. Although we appreciate the fact 
that bilirubin is derived from a breakdown 
of the hemoglobin of the blood and is elab- 
orated by the reticulo-endothelial cells of the 
body, including those of the liver (fig. 1), 
we do not know the fate of that pigment. 
Once bilirubin has reached the liver and bil- 
iary system, we do not know with certainty 
how it is handled or how at times, after 
entering the bile ducts, it gets back into the 
blood stream ; how sometimes it is eliminated 
into the urine without first having appeared 
in excessive quantity in the blood; or how 
again, though concentrated in the blood, it 
fails to appear in the urine. We do not fully 
understand the pathogenesis or associated 
phenomena of any type of jaundice. Con- 
sequently my subsequent statements must be 
regarded as largely tentative. 
The Types of Jaundice 

Prehepatic 

What we formerly called hemolytic or re- 
tention jaundice is now, I believe, best des- 
ignated, as Ducci''’ has suggested, prehepa- 
tic jaundice (table 1 and fig. 2). He recog- 
nizes two subtypes, hemolytic and non-hem- 
olytic. Even when associated with the pro- 
duction of an excessive amount of bilirubin 
(the hemolytic subtype), however, prehepa- 
tic jaundice cannot be due entirely to this 
factor, since the liver has an enormous re- 
serve capacity to eliminate bilirubin. Indeed, 
5 per cent of that organ is said to be capable 
of excreting the blood’s normal content of 
bilirubin. It has been suggested that in this 
hemolytic subtype of prehepatic jaundice, 
possibly as the result of some associated he- 
patic cell damage, the threshold of the liver 
for bilirubin excretion is raised. 
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RETICULO-E LIAL SYSTEM 


SYSTEMIC CIRCULATION 
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Fig. 1. The normal circulation of bilirubin, 
modified and unmodified, and of urobilinogen. 
Table 1 
Ducci’s Classification of Jaundice 


Prehepatic 
Hemolytic 
Nonhemolytic 


Hepatic 
Hepatocellular 
Hepatocanalicular 


Posthepatic 
Complete obstructive 
Incomplete obstructive 


The other subtype of prehepatic jaundice, 
also indicated by the indirect van den Bergh 
test, is not at all dependent on excessive 
hemolysis, and so is referred to as the non- 
hemolytic subtype. It obviously is due to a 
raised threshold on the part of the liver for 
the dissociation of the bilirubin-protein com- 
plex. This type would seem to correspond to 
“physiological hyperbilirubinemia” as de- 
fined by Hanger’. He stated that this af- 
fection occurs in 2 to 3 per cent of the popu- 
lation, is functional in origin and may be on 
a familial basis. It apparently manifests it- 
self only after emotional upsets, physical ex- 
ertion, and fatigue. Neefe', however, in the 
discussion of Hanger’s presentation, sug- 
gested the possibility that more intensive 
study, especially by biopsy and by metabolic 
and enzyme investigations, might eventually 
reveal a morphologic background in the liver. 

At any rate, such non-hemolytic prehepatic 
jaundice may be associated, though unrecog- 
nized, with the other chief types of jaun- 
dice—the hepatic and post-hepatic varieties. 
The presence of only the indirect reacting 
bilirubin in the blood and the absence of 
bilirubin in the urine suggest this subtype 
of prehepatic jaundice, unless excessive uro- 
bilinogen in the feces, splenomegaly, anemia, 
increased fragility of the red cells, and other 
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Fig. 2. Prehepatic jaundice. The formation of 
bilirubin is excessive. The portion modified by 
the liver cells has normal circulation. The re- 
mainder stays in the blood stream and reaches 
the skin in unmodified form; none passes 
through the’ kidney. Urobilinogen passes 
through the kidney in excessive amounts. 


clinical phenomena support a diagnosis of 
the hemolytic type. 


Posthepatic jaundice 


Posthepatic jaundice, as defined by Ducci, 
is the type which was previously called ob- 
structive or regurgitant. It may be complete 
or incomplete, and is characterized prima- 
rily by the presence of an excess of the 
promptly reacting bilirubin in the blood and 
by bilirubinuria (fig. 3). Hyperphosphata- 
semia and hypercholesterolemia also occur, 
and presumably result from rupture of the 
biliary capillaries, which permits bilirubin, 
alkaline phosphatase, and cholesterol — also 
bile salts—to be regurgitated directly into 
the lymphatics and the blood stream. 

The bilirubinemia, however, is not always 
due solely to regurgitation from the biliary 
ducts. Once the bile pressure in the ducts 
reaches that of the secreting mechanism 
(about 300 mm. of water), no further secre- 
tion of bile takes place. Yet the jaundice, to- 
gether with the bilirubinuria, persists. This 
phenomenon is now explained on the basis 
of enzyme action by the liver cells—an ac- 
tivity that continues even after these cells 
have become necrotic. Under such circum- 
stances the posthepatic jaundice is compli- 
cated by an association of the hepatic va- 
riety. Indeed, except when associated with 
liver cell damage, posthepatic jaundice is not 
accompanied by an excessively high biliru- 
bin content of the blood; and sometimes, 
when the obstruction has developed slowly 
and intermittently, as in common duct stone, 
no hyperbilirubinemia may occur. 
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Fig. 3. Posthepatic jaundice. The bilirubin 
is modified in the liver and, because of obstruc- 
tion, is reabsorbed. It enters the skin and passes 
through the kidney in modified form. No uro- 
bilinogen is formed. 


Hepatic or intrahepatic 

The hepatic or intrahepatic type of jaun- 
dice (fig. 4), therefore, may occur secon- 
darily in connection with the posthepatic 
type, and possibly also in connection with 
prehepatic jaundice. It also may occur inde- 
pendently. Presumably it may result from 
either functional or organic disease of the 
liver cells. Most often it depends on some 
bacterial, viral, or protozoal infection, or on 
some chemical agent; at times it may be due 
to anoxia, dietary deficiencies, or fatty infil- 
tration. The damage may involve primarily 
the liver cells (the hepatocellular subtype of 
hepatic jaundice), or the primary lesion may 
occur in the biliary capillaries. Cases of the 
latter type Ducci classifies as the hepatoca- 
nalicular subtype, though this form presents 
features indicative of obstruction and pre- 
viously was called intrahepatic obstructive 
jaundice. At any rate, in both these sub- 
types one finds evidence of hepatic cell dam- 
age, and usually some involvement of the 
biliary canaliculi. 

Differential Diagnosis 

Clinical findings 

Fortunately it is possible in most instances 
to determine the cause of jaundice on the 
basis of clinical observations. The history 
alone will not infrequently establish a diag- 
nosis of common duct stone, of hemolytic ic- 
terus, or of an infectious, homologous serum, 
or toxic hepatitis. A long story of indiges- 
tion, finally leading to colicky attacks unre- 
lated to meals and sometimes occurring in 
the night, especially in a woman having had 
one or more pregnancies, clearly indicates 
gall stones. Sometimes a similar history, but 
with less severe attacks of pain and more 


DIAGNOSIS OF JAUNDICE 


MILLER 


RETICULO- ENDOTHELIAL SYSTEM 


INTESTING 


Fig. 4. Hepatic jaundice. Some bilirubin is 
modified and passes to the intestine; some is 
modified but obstructed in the small biliary 
radicles (small dots); some may not enter the 
biliary ducts because of liver cell damage (large 
dots) and remains in the blood stream unmodi- 
fied, or this fraction may be modified by en- 
zymes of liver cells. Urobilinogen is formed in 
the intestine from modified bilirubin that passes 
through the liver, and some of it reaches the 
kidney. 


impairment of general health, is related by 
the patient with a malignant pancreatic le- 
sion. 

Detailed physical examination frequently 
yields convincing evidence of the nature of 
the jaundice. This is especially true for the 
hemolytic type, in which pallor and spleno- 
megaly are demonstrable, and in which stud- 
ies of the blood and feces usually give the 
final answer. An enlarged, firm, and irregu- 
lar liver may at once suggest malignant dis- 
ease. Metastatic nodules may also be _ pal- 
pated. In severe and long standing liver dis- 
ease, spider nevi may accompany the jaun- 
dice and leave little doubt as to the presence 
of intrahepatic anatomic changes. 

When the jaundice appears in a young per- 
son and is associated with fever and vague 
digestive symptoms, especially in the midst 
of an epidemic, and when there is slight he- 
patic enlargement and tenderness, infectious 
hepatitis is almost certain. If the jaundice 
occurs within four to six months after the 
subcutaneous or intravenous administration 
of some blood product, if it comes on insidi- 
ously and if the patient is afebrile, one sus- 
pects homologous serum jaundice. In all such 
‘ases, however, the simpler laboratory pro- 
cedures are indicated, even if only for con- 
firmation of the diagnosis. 

In other instances, when jaundice appears 
without suggestive symptoms or signs, entire 
dependence must be placed on special investi- 
gations, including at times liver biopsy and 
even abdominal exploration. In such cases 
the physician must determine first of all 
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whether or not operative therapy is indi- 
cated. This problem resolves itself largely 
into a decision as to whether the causative 
disturbance is hepatic or posthepatic— 
whether it is hepatocellular or due to extra- 
hepatic biliary obstruction. 


The significance of urobilinogen studies 


Because of its value in differentiating the 
types of jaundice, I shall now refer to the 
origin and fate of urobilinogen. This pig- 
ment is formed in the colon as a reduction 
product of bilirubin. For its production bile 
must reach the intestine. Of the total amount 
produced in the bowel, according to Wat- 
son’, one half normally is lost in the feces, 
the other half being absorbed. Most of the 
absorbed portion is disposed of in some un- 
known way, probably by the liver, though a 
slight portion passes on from the portal into 
the general circulation and is eliminated by 
the kidney. Another small amount is passed 
through the liver back into the intestine. 

When the liver cells are damaged, they 
cannot dispose of the urobilinogen reaching 
them through the portal circulation; then a 
larger quantity reaches the general circula- 
tion and is excreted by the kidneys. Conse- 
quently, when the urobilinogen of the urine 
is excessive in amount, we know that bile is 
reaching the bowel and, if hemolytic jaun- 
dice and partial biliary obstruction are ruled 
out, that the liver cells are damaged. Hyper- 
bilirubinuria occurs, for instance, in viral 
hepatitis and in other diseases affecting the 
liver cells. 

When hemolytic or retention jaundice is 
present, the differentiation may be made, in 
addition to the clinical and hematologic ob- 
servations, on the basis of a very marked 
increase in the urobilinogen content of the 
feces together with acholuria. On the other 
hand, in complete obstruction, as from car- 
cinoma of the head of the pancreas, little 
or no urobilinogen is found in the duodenal 
contents, the feces, or the urine. If, how- 
ever, the obstruction is incomplete, as is 
usual in common duct stone, the feces are 
bile-stained, and urobilinogenuria, as well 
as bilirubinuria, is found. It must be pointed 
out that in some instances of severe viral 
hepatitis and of toxic hepatopathies, no bile 
passes into the bowel and, under such cir- 
cumstances, no urobilinogenuria occurs, just 
as in complete obstruction. 
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Table 2 
Usual Laboratory Results 
in Uncomplicated Types of Jaundice’ 


Pre- Post- 

Chief Types Hepatic Hepatic Hepatic 
Serum Prompt(1') N I I 
bilirubin Total I I I 
Urine bilirubin 4. 
Urine urobilinogen O or N I 
Feces urobilinogen O or D Nor D 
Ceph. chol. floc. 

and thymol tests 
Alkaline phosphatase 
Total 
Esterified 
Prothrombin response 


Cholesterol | 


I = increased 
= negative 
absent 


N = normal 
D = decreased _ 
= positive 2 


“Some of the variations are referred to in the 


Other special tests 


In the differentiation of hepatic from post- 
hepatic jaundice other special tests are avail- 
able (table 2). The former produces dis- 
turbances in the serum albumin and globu- 
lin, as indicated by a positive cephalin chol- 
esterol flocculation test and by positive thy- 
mol flocculation and turbidity tests. These 
are absent in the uncomplicated obstructive 
or posthepatic type. In the latter, however, 
the alkaline phosphatase and the cholesterol 
values of the blood are increased. 

While these various tests are clearly indi- 
cated in all obscure cases of jaundice, they 
must not be depended on exclusively. Con- 
fusion can arise from the fact that, as has 
been indicated, the various types of jaundice 
are frequently associated and also from the 
fact that the particular hepatic structures 
involved in any one disease may vary. Thus 
in infectious hepatitis the involvement may 
be limited to certain parts of the liver: the 
parenchyma, the Kupffer system, or the per- 
ilobular spaces. Unless the hepatic cells are 
involved, the flocculation tests usually are 
negative. Hepatic jaundice also may occur 
on the basis of passive congestion or of a 
liver tumor, when the flocculation tests may 
be negative. In addition, the tests themselves 
are not pathognomonic. Even an increase in 
the blood alkaline phosphatase may result 
from certain bone diseases or from a hepatic 
neoplasm, as well as from biliary obstruc- 
tion. 

If the lesion is extrahepatic, the blood will 
contain an excess of promptly reacting bili- 
rubin and of alkaline phosphatase. The urine 
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under such circumstances will contain bili- 
rubin, and, unless the obstruction is com- 
plete, also some urobilinogen. If the obstruc- 
tion is complete, no urobilinogen will appear 
in the duodenal contents, the feces, or the 
urine. The cephalin cholesterol flocculation 
and the thymol turbidity tests will usually be 
negative unless secondary damage to the he- 
patic cells has developed. In an advanced case 
of complete obstruction, as from carcinoma 
of the pancreas, no bile will appear in the 
feces, while in a case of common duct stone 
some usually does occur from time to time. 
It must be remembered, however, that some- 
times, even without obstruction, the stools 
may be acholic. In that event the flocculation 
tests usually are positive. 

For the differentiation of obstructive and 
nonobstructive jaundice, both giving acholia, 
a determination of the prothrombin time of 
the blood may be very helpful. If the pro- 
thrombin concentration in the blood is low 
and the liver cells are intact, the administra- 
tion of synthetic vitamin K will promptly 
bring about a return of the prothrombin to 
normal. In the presence of excessive hepatic 
cell damage, however, no such effect can be 
obtained. 

A picture suggestive of posthepatic jaun- 
dice may result from hepatic disease which 
involves only or mainly the cholangioles. As 
has already been stated, this condition was 
formerly referred to as intrahepatic obstruc- 
tion. In early stages of this affection, as in 
posthepatic jaundice, the liver function tests, 
except for hyperbilirubinemia, are negative. 
This picture occurs in cholangitis, in toxic 
degeneration and tumor of the liver, and, ac- 
cording to Ducci, after the therapeutic use 
of arsenic, the sulfonamides, or thiouracil, 
and sometimes after viral hepatitis. In some 
cases liver biopsy may be required to make 
the diagnosis; in others surgical exploration 
of the abdomen may be the only means of 
finally settling the matter. When at such an 
operation no extrahepatic lesion is found, 
clinical experience suggests that it still may 
be justifiable to drain the gallbladder. Not 
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infrequently this procedure brings about re- 
lief. 

Intrahepatic disease should be suspected in 
all jaundiced patients in whom no convine- 
ing evidence. of either prehepatic or posthe- 
patie jaundice is found. It should be regarded 
as probable when the cephalin flocculation 
and thymol turbidity tests are positive. It 
should be suspected in association with pre- 
hepatic jaundice when there is a consider- 
able increase in the promptly reacting bili- 
rubin of the blood and bilirubinuria as well 
as positive flocculation and turbidity tests. 
In patients with posthepatic jaundice it 
should be suspected when, in addition to the 
symptoms, signs and laboratory evidence of 
biliary obstruction, the bilirubinemia is very 
marked, and the albumin, prothrombin, and 
cholesterol ester values are reduced. 

Many variations, not as yet explainable, 
occur. In the early stages of infectious hepa- 
titis, for instance, before hyperbilirubinemia 
occurs, bilirubin and urobilinogen may be 
found in the urine; and, later in the conva- 
lescent stage, when the pigments have dis- 
appeared from the urine, some elevation of 
the bilirubin of the blood may still be de- 


monstrable. This finding suggests some al- 
teration in the permeability of the renal 
glomerulus for bilirubin and urobilinogen— 
a factor that has not as yet been elucidated, 
but one that may influence the concentration 
of these pigments in the blood and urine 
under other circumstances. 


Conclusion 


No attempt has been made in this presen- 
tation to cover exhaustively the subject of 
jaundice, or even to mention all of the clini- 
cal and laboratory procedures available for 
its investigation. Instead, I have merely tried 
to outline, on the basis of a recently pro- 
posed classification, some of the more sim- 
ple methods new available by which the vari- 
ous types can usually be recognized. 


The figures were prepared by Dr. Mary Lou Haanes, 
whose assistance is gratefully acknowledged. 
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THE CHANGING EMPHASIS IN 
COMMUNICABLE DISEASE CONTROL 


CECIL G. SHEPS, M.D., M.P.H. 
CHAPEL HILL 


Recent changes in the control of chronic 
communicable diseases such as tuberculosis 
and syphilis are frequently discussed. It ap- 
pears, however, that there is a tendency to 
take for granted our programs for the con- 
trol of acute infections, in spite of the im- 
portant changes in emphasis which are tak- 
ing place. It is, therefore, largely toward 
these latter problems that these remarks are 
directed. 

Governmental responsibility in the control 
of communicable diseases has long been rec- 
ognized. The modern public health movement 
is barely one hundred years old, and it is 
interesting to note that for the first sixty 
years—that is, until the beginning of the per- 
sonal hygiene movement around 1910—the 
control of communicable disease was the sole 
raison d'etre of health departments. This 
function has been carried out largely by the 
application of three basic procedures: isola- 
tion and quarantine, environmental sanita- 
tion, and immunization. 

As scientific knowledge accumulated, our 
notions as to the relative value of these pro- 
cedures have been modified, as has the em- 
phasis we have placed on each in specific 
control programs. 

The efforts of organized public health ac- 
tivities have been largely responsible for re- 
moving “from modern life the treacheries of 
many diseases which once menaced the de- 
velopment of our urban civilization.” This, 
the oldest function of preventive medicine, 
is full of triumphs. If you could say to an 
individual patient, lying on his death bed, “I 
will give you twenty-five more years of life,” 
it would be recognized as a miracle. And yet, 
that is precisely what has been accomplished 
in four generations. In 1850 the expectation 
of life at birth in this country was only about 
forty years. Today it has risen to sixty-seven 
years. Most of these gains in the expectation 
of life have been made in the population un- 
der the age of 50, and are due mainly to the 
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control of communicable diseases. Between 
1900 and 1920 the reduction in the incidence 
of typhoid, tuberculosis, diphtheria, diarrhea, 
and enteritis alone corresponded to a saving 
of 230,000 lives each vear in the United 
States. 

“Public Health has a future as well as a 
present and a past.” As a result of its tri- 
umphs, we now have a population with an 
increasing proportion of older people. An 
evaluation of present day health problems 
brings to the fore the need for more em- 
phasis in new and challenging fields of pub- 
lic health activity. Dr. Winslow has recently 
said, “The health officer who is interested 
merely in back yards and quarantine signs 
dates back to 1900. The health officer who 
adds to this immunization, child welfare and 
tuberculosis clinics dates back to 1930.” On 
all sides we are being adjured to introduce 
or extend such programs as cancer control, 
dental hygiene, diabetes, cardiac disease con- 
trol, mental hygiene, accident control, and 
multiphasic screening. 

In the face of these necessary develop- 
ments, what is to be done about our time- 
honored responsibility and procedures for 
the control of communicable disease? Do we 
simply graft these new programs on to the 
old ones? Or is our job done in communicable 
disease, and can we therefore let it slide into 
neglect? 

It is clear that our job in communicable 
disease control is not finished. We still have 
people dying of completely preventable com- 
municable diseases such as diphtheria. The 
recent outbreaks of smallpox in New York 
City and on the West Coast are also cases 
in point. If we think beyond deaths and con- 
sider sickness and disability caused by in- 
fectious conditions, it is apparent that there 
is still much to be done. In addition to unfin- 
ished work which remains to be done in the 
control of some of the infections which have 
traditionally occupied health departments, 
there are new problems confronting us as a 
result of recent scientific developments. 


Basie Procedures in the Control of 
Communicable Diseases 


Quarantine 
We realize now that the abounding faith 


which we all had in the effectiveness of 
quarantine is not justified. Until fairly re- 
cently, disinfection by fumigation was be- 
lieved to be the answer to the prevention of 
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infectious disease. Even as late as 1898, the 
notion that disease was due to the gaseous 
products of decomposition, and particularly 
to the deadly nature of sewer gas, was so 
widely held that G. A. Waring was sent to 
Havana to stamp out yellow fever by cleans- 
ing the city. His efforts resulted in making 
Havana one of the cleanest cities of its time 
—but the yellow fever continued. 

The science of bacteriology gave us the 
information that the control of communi- 
cable disease involves the control of conta- 
gion. Therefore we began to direct our at- 
tention more to groups of persons and to in- 
dividuals. The notion that the strict isolation 
of infected persons and the quarantine of 
their contacts would stamp out disease has 
long since been shown to be wrong. And yet, 
when we examine the regulations under 
which many health departments operate, it 
is obvious that the limitations and inherent 
deficiencies of these restrictive measures are 
not yet sufficiently appreciated. 

Some of the more important deficiencies 
of these restrictive measures are: 

1. Most cases of the communicable dis- 
eases are highly infectious before they be- 
come recognized clinically. 

2. The plan presupposes that every case 
of the disease is readily recognized. This is 
seldom true. 

3. The health department is seldom noti- 
fied of all the cases which are diagnosed. 

4. Healthy carriers are often hard to de- 
tect. 

5. These measures constitute a great in- 
terference with personal liberty. They often 
May mean a serious loss of earning power 
or a considerable loss of time from school. 

Between 1910, when Dr. Baker began her 
work in the New York City schools, and the 
second World War, when extensive experi- 
ence was obtained in army camps, sufficient 
evidence has accumulated to show that, 
rather than enforce a rigid quarantine of all 
contacts, it is much more efficient from all 
points of view to let contacts proceed with 
their activities as long as they are carefully 
examined each day during the incubation pe- 
riod. Certainly these are procedures which 
are practical in our city health departments. 

The recommendation regarding placarding 
made by the American Public Health Asso- 
ciation, the Public Health Service, and the 
United States Army and Navy and Air Force 
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reads in part as follows"): 
“Placarding, as practiced in the United 
States, does not aid significantly the 
efforts of a health department to con- 
trol acute communicable diseases ordi- 
narily spread directly from person to 
person in the United States ¢chicken- 
pox, mumps, pertussis, measles, diph- 
theria, scarlet fever, anterior poliomye- 
litis, meningococcus meningitis, pneu- 
monia, tuberculosis, gonorrhea, syph- 
ilis) ; consequently it is not recommend- 
ed for these diseases. 
“Placarding has definite disadvanta- 
ges: it is difficult to enforce, it may 
be a deterrent to reporting, it is costly 
in transportation. The most serious ob- 
jection is the loss of time of public 
health nurses and other health depart- 
ment employees which should be devoted 
to practical instruction in the observ- 
ance of isolation and concurrent disin- 
fection at the bedside of patients suf- 
fering from the more serious communi- 
cable diseases.” 

In North Carolina, placarding is still man- 

datory for five of the diseases listed, and 

optional for three. 

Uniformity of procedure is not a virtue 
in itself. It does seem desirable, however, 
that our administrative regulations should 
be in agreement with the scientific facts 
which are relevant to each situation. 

Another example of our undue emphasis 
on restrictive procedures is the hospitaliza- 
tion of patients with communicable disease. 
The arrangements and facilities presently 
available are uneconomic and ineffective. We 
have progressed from the era of the pest 
houses to that of isolation hospitals which, 
according to the 1948 American Medical As- 
sociation Directory of Hospitals, had an av- 
erage occupancy rate of only 43.6 per cent. 
Students of this problem have recently sug- 
gested that special facilities and proper tech- 
niques be established as an integral part of 
general hospitals. “These can be readily pro- 
vided and made available for use when the 
occasion demands this specialized service. 
However, during periods when little com- 
municable disease is prevalent in the com- 
munity, these same accommodations could be 
used for patients with non-communicable 
acute illness, thus providing a flexible serv- 
ice to meet the needs of the community.’ 
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This plan is of special value in rural areas, 
because the expansion of such a service in 
the community hospital would make pos- 
sible more complete care to residents in the 
area, and would provide a ready means for 
isolating cases of an illness which otherwise 
might develop into epidemic proportions. 
Such an arrangement bespeaks the appoint- 
ment of the local health officer as an active 
staff member of the hospitals in his juris- 
diction, and facilitates his becoming the con- 
sultant to the private physicians in the man- 
agement of their cases of communicable dis- 
ease. Such a relationship can be expected to 
be of real value in bringing about a better 
understanding of the health department on 
the part of the practicing physicians, with 
attendant benefits to all aspects of the pub- 
lic health program. 
Environmental sanitation 

In an effort to draw attention to some of 
the newer problems in public health today, 
statements are often made which lead one to 
believe that the job of environmental sani- 
tation has been completed—that the environ- 
ment of Americans is both safe and static. 
As Dr. Wolman says, these statements 
“would lead one to believe that the role of 
the (sanitary) engineer in modern society is 
primarily one of a resurrected mummy, gra- 
ciously invited to review the history of a dead 
function. . .. How sound is the concept that 
the United States has passed through the 
period of necessary environmental control 
with such success, assurance and probability 
of continued safety that its guardians of 
health may climb on the next band wagon in 
public health activity while simultaneously 
discharging the baggage of the ‘Golden Age 
of Sanitation’?” If our vigilance is slack- 
ened, the great achievements which resulted 
from previous sanitary efforts will quickly 
be lost. Environmental sanitation has not yet 
reached the maximum limit of its effective- 
ness. Its charter in the public health program 
needs to be extended and not curtailed. 

It behooves us, however, to reconsider 
some aspects of this program. It should be 
made more positive and creative, rather than 
corrective, and should concentrate on those 
procedures for which there is a sound scien- 
tific basis. Sanitary control of our sewage 
wastes is not yet an accomplished fact. In 
the five years of new housing construction 
in the United States ending in 1947, more 
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cesspools and privies were added than the 
health officers and engineers removed in the 
previous twenty-five years”), These are some 
of the matters which deserve our attention, 
even at the sacrifice of preoccupation with 
nuisance complaints, dead horses, chicken 
houses, and ash piles. Environmental sani- 
tation is the Gibraltar upon which is based 
our protection from epidemics of intestinal 
disease. 


Immunization 

The third weapon in the control of com- 
municable diseases is the technique of spe- 
cific active immunization. Here we have a 
potent factor indeed to insert into the eternal 
conflict between the population and the in- 
fectious agent. Active immunization has very 
drastically reduced the incidence of diseases 
such as diphtheria. In the past, however, the 
immunity produced by artificial exposure to 
an antigen was intermittently reinforced by 
subclinical exposures to the disease itself. 
As the incidence of cases has decreased, the 
number of such exposures has also decreased, 
with a resultant reduction in the opportunity 
for “latent immunization.” This function 
must therefore be performed by reinforcing 
or “booster” doses given at suitable intervals 
—a procedure which becomes increasingly 
necessary. 

In 1935, the American Public Health As- 
sociation recommended that all children 
should be actively immunized against diph- 
theria at 6 months without prior Schick 
testing. In 1936, a standard pediatrics text 
had this to say in the chapter on diphtheria: 
“By the injection of toxin-antitoxin mix- 
tures, it is possible to confer a lasting im- 
munity on from 70 to 90% of all children so 
treated.’ In 1945 the American Public 
Health Association recommended that toxoid 
be given at 6 months, with a reinforcing dose 
on entrance to school. Today’s American 
Public Health Association recommendation 
is that toxoid be given by 6 months, and that 
“if diphtheria is to be more effectively con- 
trolled, the giving of reinforcing doses in 
preschool life, on entrance to school, and 
throughout school life and early adulthood 
must be considered.’ 

A recent epidemic of diphtheria in New 
York State is a case in point.’*) In a small 
township with a population of about 1200 
there were reported, last December, 11 cases 
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and 2 deaths in a ten-day period. For the 
last two years, this area has been considered 
well immunized against diphtheria, because 
72 per cent of the children under 5 years of 
age were known to have received a series of 
two doses of diphtheria toxoid. It appears, 
however, that few children in the area have 
ever been given a reinforcing dose of toxoid. 

This necessity for seeing that a population 
is compensated for being rendered “epidemi- 
ologically innocent” also applies in tetanus, 
pertussis and smallpox. 


Typhoid Control 


The problem of typhoid control provides 
an excellent exercise in evaluating the role 
of the three basic procedures employed. The 
use of quarantine should clearly be restricted 
to carriers and to family contacts who are 
food handlers. The most effective means of 
protecting the public against typhoid is, of 
course, sanitation. In the early part of this 
century the practicing physician saw many 
more cases of typhoid fever than obstetrical 
cases. In 1900 more than 23,000 people in the 
United States died of this disease. In 1947 
there were only 282 such deaths. There can 
be no doubt that this miracle is due chiefly 
to the sanitary control of the products of 
defecation and to the purification of our 
water supply. 

What is the role of typhoid vaccination 
today? Its value in lowering the secondary 
attack rate is established. The need to use it 
for the protection of groups of people who 
are subject to unusual exposure by reason of 
occupation or travel is unquestioned, as is 
its value to those for whom immunization 
can be systematically and economically ap- 
plied, as in military forces and institutional 
populations. With the present incidence of 
typhoid in this country, approximately 50,- 
000 persons would have to be vaccinated, and 
given booster shots every year or so to pre- 
vent one case. In 1948 there were 62 cases 
of typhoid in North Carolina’. This would 
mean immunizing more than 60,000 persons 
to prevent a single case. How much better it 
would be to concentrate on getting adequate 

coverage with diphtheria immunization—for 
there were in the same year 509 cases of that 
disease reported in North Carolina’, The 
case fatality rate of both diseases is roughly 
the same. 

It would appear that much of the health 
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department’s money and time spent on ty- 
phoid vaccination could be directed with 
greater effect into other channels. If we 
maintain and strengthen our sanitary de- 
fenses, the dwindling problem of typhoid 
control is largely one of the discovery and 
control of carriers—a fact which ought to 
be faced. In these times of shortage of 
funds and personnel, there can be little jus- 
tification for a continuing program of mass 
typhoid vaccination except in areas of high 
endemic incidence — a category in which 
North Carolina does not at present belong. 


The Role of Natural Resistance 


It has long been recognized that there is 
such a phenomenon as natural resistance to 
infectious disease—and that this is of a non- 
specific character. Evidence in support of 
this belief is found in the British and Can- 
adian studies of the measles and whooping 
cough mortality rates”). These declined 
markedly in the years between 1920 and 
1940. This decline was due to a decrease in 
case fatality rates rather than in incidence, 
and there was no difference in the age dis- 
tribution of cases. 

This simultaneous and equal decline in the 
case fatality rates of these two communi- 
cable diseases cannot be attributed to the in- 
troduction.of any specific or otherwise effec- 
tual therapeutic measure, or to parallel re- 
duction in the virulence of the micro-organ- 
isms involved in the two diseases. It is sug- 
gested that these declines are due to a com- 
mon factor affecting the diseases similarly. 
What comes to mind, of course, is the grad- 
ual improvement that took place during that 
time in the general physical and social wel- 
fare of children, as evidenced by the virtual 
disappearance of the previously common 
marantic, sub-standard, debilitated child. 
There is also experimental evidence from the 

clinic and the laboratory indicating that the 
food we eat affects our resistance to infecti- 
ous disease”), 


The Importance of “Minor” Infectious 
Diseases 


A re-evaluation of our attitudes toward 
the so-called “minor” infectious diseases of 
childhood has become mandatory since the 
brilliant demonstration in 1941 that German 
measles occurring in the first four months 
of pregnancy causes congenital defects such 
as deafness, cataracts, and heart disease in 
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more than 50 per cent of the infants”. This 
finding raises the question as to whether 
young girls should be deliberately exposed 
to rubella. 


Relationship of Communicable Diseases to 
Cardiac Problems 


The increasing interest in the application 
of public health methods to the control of 
cardiovascular diseases has brought out some 
important inter-relationships between the 
control of communicable diseases and cardiac 
problems. The relationship between rubella 
and congenital heart disease has been men- 
tioned. Diphtheritic heart disease can, of 
course, be completely prevented. The preven- 
tion, adequate treatment, and follow-up of 
cases of syphilis will eventually lead to the 
elimination of heart disease of syphilitic ori- 
gin. Recent evidence concerning the relation- 
ship of hemolytic streptococcal infection to 
rheumatic fever points to the importance of 
applying all known techniques for control- 
ling its spread and preventing its effects’. 
The role of the carrier has been shown to 
be important. Emphasis must be placed on 
the early treatment of all streptococcal in- 
fections with penicillin to prevent attacks of 
acute rheumatic fever, and on sulfonamide 
and penicillin prophylaxis to prevent recur- 
rences among patients who have had rheu- 
matic fever. 

Summary 


At this moment in the development of pub- 
lic health, when programs are extending into 
many new and important fields, an evalua- 
tion of our time-honored programs for the 
control of communicable disease indicates, 
not only that they can not be neglected, but 
that they have not yet reached maximum 
effectiveness. The established programs of 
the past need to be re-evaluated in terms of 
their present effectiveness. This re-evalua- 
tion involves developing new techniques and 
strengthening those procedures which are 
useful, as well as discarding those which are 
no longer of value. 

A fuller recognition of the limitations and 
inherent deficiencies of quarantine and iso- 
lation needs to be translated into our man- 
uals of procedure. Environmental sanitation 
must be given the opportunity to complete 
its job and thus, among other things, protect 
us from infectious disease of intestinal ori- 
gin. Active immunization must be provided, 
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as often as necessary, in order to maintain 
a protective level of immunity in a popula- 
tion which has diminishing opportunities to 
benefit from subclinical exposure. 

Recent light on some of the factors in- 
volved in producing general resistance to in- 
fections strengthens our interest in nutri- 
tion and in broad health and social meas- 
ures. The information presently available on 
the cardiovascular diseases which are pre- 
ventable shows that communicable disease 
control is not a distinct, separate and isolated 
activity, but that it is intimately related to 
many other areas of public health interest 
and responsibility. 
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The heritage of science. The open mind, the re- 
liance on example and persuasion, rather than on 
authority—these are the heritage of the centuries in 
which science has altered the face of the earth. 
Science can help in diverse ways in preserving and 
extending this heritage. Its very universality speaks 
across frontiers to make truth manifest in lands 
otherwise darkened; its material applications cre- 
ate the preconditions—in leisure, in education, in 
means of communication—for the converse of men 
with each other. Science provides the material and 
the intellectual basis for a world in which example 
and understanding can help all men to fulfill their 
hopes. Today we need to remember that our coun- 
try, founded on these practices, and grown strong 
by their exercise, owes its strength to them. In this 
time of crisis, we need to cherish that strength.— 
Openheimer, Robert: Encouragement of Science, 
Science 111:375 (April 4) 1950. 
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“ANTABUSE” IN THE TREATMENT OF 
CHRONIC ALCOHOLISM 


RICHARD C, Proctor, M.D.* 
and 


PATRICK H. TOOLEY, M.D., M.R.C.P., 
D.P.M.** 


WINSTON-SALEM 


The first publication on tetraethylthiuram- 
disulphide (trade name, “‘Antabuse”) and its 
effects in sensitizing the organism to aleco- 
hol appeared in December, 1948", and the 
result of therapeutic trials was reported at 
the same time’. In this country, as in Eu- 
rope, work with this drug is going on in many 
centers, but published results are few. Our 
purpose in presenting this paper is to eval- 
uate the results obtained in a series of 
chronic alcoholic patients treated with An- 
tabuse+ during the past year. 


Routine of Therapy 
Hospitalized patients 


A routine of therapy for hospitalized pa- 
tients has been evolved which, in our ex- 
perience, has proved to be most satisfactory. 
Patients are hospitalized for a period of four 
to six weeks. It was requested that all pa- 
tients be sober at the time of admission and 
that they come asking for treatment, “of 
their own free will and accord.” In spite of 
this request 30 per cent were inebriated upon 
arrival at the hospital. 

Immediately upon admission, the routine 
of the hospital and its rules and regulations 
were explained to the patient, and he was 
shown to his room while a complete medical, 
developmental, and psychiatric history was 
secured from members of the family. The 
patient was given a thorough physical and 
neurologic examination, and blood and urine 
were secured for routine laboratory studies. 
If the patient was intoxicated at the time of 
admission, he was given an intravenous in- 
jection consisting of Coramine (2 cc.), vita- 
min B complex (2 cc. of a soluble prepara- 
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tion), regular insulin (20 units), and a 50 
per cent solution of glucose (44 cc.). This 
usually had an adequate “sedative” effect and 
aided in the sobering up process. Occasion- 
ally the same mixture was repeated one hour 
later; rarely was it necessary to use other 
forms of sedation. If the patient was ad- 
mitted in a typical post-alcoholic state, with 
headache, tremors, and agitation, he was 
given 30 mg. of Pyrahexyl, a synthetic mari- 
huana-like derivative, three times daily for 
two days.* 

Following the admission procedure and in- 
itial examinations, the patient was given a 
psychiatric examination and a battery of 
psychologic tests designed to examine all of 
his personality and intellectual spheres. This 
battery consisted of a complete Wechsler- 
Bellevue intelligence test, a Rorschach test, 
a graphic Rorschach test, and a Grassi block 
substitution test. This last test was designed 
primarily to test abstract and concrete in- 
tellectual functions, to determine whether 
these had been impaired. When indicated, 
other tests of organic brain damage, as well 
as the Thematic Apperception test, were 
given. The purpose of all the tests was to en- 
able the psychiatrist in charge of the case 
to understand the patient better as a func- 
tioning personality rather than “just another 
alcoholic.” 

Following these examinations, insulin sub- 
shock therapy was begun and was continued 
for about three weeks—the exact length of 
time varying with the patient’s need for this 
type of therapy and his response to it. This 
treatment was given in the mornings before 
breakfast, and was followed by “brunch” at 
11 a.m. In the afternoons, the patient’s time 
was filled with occupational and recreational 
therapy, physiotherapy, and swimming. Dur- 
ing the afternoons the patients were also 
seen in psychotherapeutic sessions by the 
psychiatrist. At some point during the first 
few days of his hospitalization, each patient 
was asked to write a complete autobiogra- 
phy. This was evolved in order that the pa- 
tient could put down and examine in a logi- 
cal sequence all of his past experiences in 
the light of his present situation. 

During the second week of hospitalization 
the patients were given a bromsulfalein liver 


*A report on this will be published later by the authors, 


324 NORTH CAROLINA MEDICAL JOURNAL 


function test. Any patient showing more than 
15 per cent dye retention at forty-five min- 
utes was rejected for Antabuse therapy, as 
this degree of retention was considered to be 
definite evidence of hepatic dysfunction. Any 
patient showing moderately severe cardiovas- 
cular disease was also rejected. The number 
rejected for these reasons was gratifyingly 
few. In this initial series no patient was re- 
jected for psychiatric reasons. 

Toward the end of the course of insulin 
therapy, Antabuse was started in doses of 1 
Gm. daily at bedtime for a total of four 
days. On the fifth morning, before break- 
fast, a test dose of alcohol was given to de- 
termine the degree of sensitivity achieved. 
After the patient’s blood pressure and pulse 
had been charted, he was given one third of 
an ounce of 90 proof whisky. Following the 
ingestion of the whisky, his blood pressure 
and pulse were recorded every five minutes, 
and notes were made as to his facial colora- 
tion and subjective complaints. The dose of 
whisky was repeated every thirty minutes 
until a satisfactory reaction was obtained. 
This was evidenced by moderately severe fa- 
cial flushing, conjunctival injection, an in- 
crease of 30 points or more above the resting 
pulse rate, a decrease of 20 points or more 
below the resting systolic blood pressure, and 
subjective complaints of tightness in the 
chest, headache, nausea, and a general feeling 
of being “unwell.” If the patient desired an- 
other drink after the reaction occurred, he 
Was given one, 

After the initial test with alcohol, the dos- 
age of Antabuse was regulated according to 
the severity of the reaction and the amount 
of whisky required to bring about the de- 
sired reaction. In most patients it was re- 
duced to 0.5 Gm. daily, and the test dose of 
alcohol was repeated after another four days. 
The optimal reaction should occur, in a sen- 
sitized patient, in less than five minutes after 
the ingestion of one third of an ounce of 
whisky. This reaction time will prevent a 
patient from finishing his first drink, much 
less starting a second drink. When this de- 
gree of sensitivity is achieved, most patients 
are continued on a maintenance dosage of 
0.25 Gm. of Antabuse daily. 

The drug is given at bedtime because about 
25 per cent of our patients complained of 
lethargy and drowsiness following the orig- 
inal dose of 1 Gm. We also feel that it is 
advisable for patients to establish a habit of 
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taking the drug at bedtime along with their 
evening “toilette,” when it will be easier for 
them to remember it, and when its mildly 
sedative action is desirable. 

Occasionally a patient has a severe reac- 
tion to alcohol which necessitates termina- 
tion of the test. This can be accomplished 
by allowing the patient to inhale oxygen for 
a few minutes, or by the intravenous admin- 
istration of 1000 mg. of vitamin C. The latter 
technique will bring about recovery for about 
fifteen to thirty minutes, and then the pa- 
tient may have a relapse. The oral admin- 
istration of 1000 mg. of vitamin C simultane- 
ously with the intravenous injection fore- 
stalls the relapse. It has been reported that 
5 ec. of a 10 per cent solution of sodium 
thiosulfate given intravenously will also 
terminate a reaction), but we have had no 
experience with this drug. 

When he is discharged from the hospital, 
the patient is given an appointment to re- 
turn for a follow-up examination, psycho- 
therapy, re-testing, and a regulation of dos- 
age if this is indicated. He is given a suffi- 
cient amount of Antabuse to last until his 
return, at which time a new supply is issued. 
He is also given a card to carry, bearing his 
name, address, telephone number, and the 
name and telephone number of Graylyn. It 
also contains a description of the reaction 
which will occur if the patient ingests alco- 
hol. 

Following discharge from the hospital, pa- 
tients are seen every three to four weeks on 
an outpatient basis until the therapy is com- 
pleted. 


Outpatients 

In the case of those treated as outpatients 
from the start, a similar work-up, including 
the physical, psychiatric and psychometric 
examinations and the autobiographical 
sketch, is used. Studies of the urine, blood, 
and liver function are made. Antabuse is 
then begun without a period of physical and 
psychotherapeutic rehabilitation, and the pa- 
tients return for re-tests and psychotherapy 
at gradually increasing intervals. 


Results 


Thirty-six of the patients in this series 
were admitted to Graylyn, and 22 were 
treated as outpatients. They have been fol- 
lowed for periods varying from three to 
eleven months. 
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Hospitalized patients 
Eleven of these patients have been followed 
from three to six months, and 23 from six 
to eleven months. We have lost track of 2 
patients, but it is known that they have 
ceased taking Antabuse. Table 1 shows the 
results obtained in hospitalized patients, as 
determined by follow-up studies. 


Table 1 
Results in Hospitalized Patients 
6-11 3-6 
months months Totals 
Still on Antabuse 18 9 27 
Stopped drug of own accord 4 2 6 
Died 1 0 1 


The 27 patients who have kept to their 
treatment have remained sober, though one 
patient reported a single episode of drinking 
when he ran out of Antabuse. Of the 9 re- 
maining, 4 continued on Antabuse for less 
than two months (the 2 patients who were 
not followed are included in this group, al- 
though they are not listed in the table), and 
5 stayed on the drug six months. Of these 5, 
one died of coronary disease, one has re- 
turned to renew treatment, and another is 
reported as sober, although not taking An- 
tabuse. 

We may therefore claim satisfactory re- 
sults in 30 out of 36 hospitalized patients— 
a failure rate of only 16 per cent. 

Twenty-nine of these patients were con- 
tinuous drinkers; 7 were sporadic “spree- 
ers.” Pathologic indulgence in alcohol had 
been known to exist for periods ranging from 
six months to fifteen years, the average be- 
ing 5.3 years. Our group is not large enough 
to permit valid conclusions, but it appears 
that the length of history has little bearing 
on the results of treatment with Antabuse. 
Previous treatment had been obtained by 
31 patients. Thirteen had been committed to 
an institution; 11 had had more than one 
voluntary admission to a hospital; and 7 had 
had psychiatric care as outpatients, or only 
one hospital admission. Only 5 patients de- 
nied having had previous treatment. We feel 
that the results obtained with Antabuse are 
more impressive in view of this high inci- 
dence of failures with previous treatment. 
Outpatients 

Of the 22 patients in this group, 15 were 
patients who volunteered for treatment after 
a lecture to Alcoholics Anonymous. They 
were treated free. We felt that the prognosis 
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in this group, which was unselected by us 
except in regard to their physical condition, 
was extremely poor. Of 60 attending the lec- 
ture, 40 volunteered for treatment, and only 
15 arrived. Eleven had previously been com- 
mitted to another institution. They showed a 
high percentage of psychopathic traits, and 
we feel that they have unfavorably weighted 
the whole outpatient group. 

Only 3 of the 15 patients are still taking 
the drug, and we know that one of these had 
been sober for four months before starting 
treatment. Two others have remained sober, 
though they have stopped the drug on medi- 
cal advice. These 2 patients had remained 
sober for one and three years respectively 
before beginning Antabuse, and their reason 
for taking it at all was largely to encourage 
the others. The remaining 10 took Antabuse 
for varying periods: one for six months, two 
for four months, and two for three months. 
One gave up the drug because he proposed 
to get drunk at the Alcoholics Anonymous 
convention, and the remainder took Anta- 
buse for only a few days or weeks. 

There remain 7 private patients referred 
by their own doctors. Of these, one stopped 
treatment after less than a month; three 
have continued steadfast; and three are off 
the drug for medical reasons. In one man a 
maniacal reaction developed when his alco- 
holic crutch was removed, and two others 
developed hepatitis which we believe to have 
been due to virus infection and not to the 
Antabuse/alcohol syndrome. Both these pa- 
tients have remained sober. We have not seen 
a case of psychosis due to Antabuse, but we 
are informed that this sometimes occurs. 


Personality Analysis and Selection of Cases 

Seven traits characteristic of alcoholic pa- 
tients) were evaluated on the basis of the 
history, psychiatric examination, and psy- 
chometric tests in these patients. The traits 
are as follows: 

1. Anxiety 

2. Depressive swings 

3. Emotional explosiveness 

4. Resentfulness 

5. Subjective loneliness 

6. Failure to gain social objectives 

7. Failure in more intimate interpersonal 

relationships. 
We believe that the distribution pattern 
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Figure 1 


of these characteristics bears some relation- 
ship to the prognosis of Antabuse therapy 
(fig. 1). The presence of moderate to se- 
vere anxiety and of moderate feelings of 
loneliness, and the absence of severe emo- 
tional outbursts, resentment, and social and 
domestic failure are considered to be favor- 
able prognostic signs. 

Antabuse is not a cure for alcoholism, but 
it does support the patient’s will to give up 
the habit. We consider that evidence of this 
desire is of paramount importance in select- 
ing cases, and this is one of the reasons that 
a thorough study of the patient in the hos- 
pital is desirable. At Graylyn this takes 
place in a moderately disciplined environ- 
ment, and the patient’s ability to accept this 
discipline, his preparedness to undertake the 
expense involved, and his willingness to go 
through more than one test of his reaction 
to alcohol are indicative of his will to be well. 

We regard explosive emotional reactions, 
resentment, projective mechanisms, and lack 
of ability to make reasonably stable interper- 
sonal relationships as evidence of poor prog- 
nosis. Such reactions are most often found 
in aggressive, immature psychopaths, and 


our experience leads us to believe that these 
patients are unsuitable for treatment with 


Antabuse. Patients admitted drunk, or 
brought to the hospital against their will by 
anxious relatives, will early reveal their un- 
willingness to undertake treatment. Others 
hope for a magical release without realizing 
that their lasting cooperation is necessary. 

‘The attitude of the family is important, 
and one looks for stability, intelligence, and 
patient devotion in the wife or friend as pre- 
requisites to a really satisfactory result. The 
better the domestic and economic environ- 
ment, the more secure the patient’s future 
and the greater his chance of recovery. 

Physically, the most important contrain- 
dications are liver damage and cardiovascu- 
lar disease, but psychosis or obvious evidence 
of cerebral deterioration are, we feel, abso- 
lute contraindications. 

Case Reports 

The following case summaries illustrate 
some of the points made above concerning 
the selection of cases. The last case is in- 
cluded to show that cases with a most un- 
favorable prognosis may respond well to An- 
tabuse therapy. 
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Case 1 

A 36 year old white man had been twice married 
and once divorced. His second wife, a nurse, was a 
drug addict. He gave a history of having drunk as 
much as a fifth of whisky a day for fifteen years. 
He had been admitted to Graylyn on three occa- 
sions, and had had two commitments to a state 
hospital and numerous other admissions to private 
institutions. A male nurse by vocation, he also has 
been treated for drug addiction. He had been sen- 
tenced for forgery on one occasion. 

His mother, a grossly overprotective woman, al- 
ways gave way to his slightest whim, but he ex- 
pressed for her a feeling of contempt. His father, 
an alcoholic, had left the mother when the patient 
was a child. 

The patient was immature, egocentric, and ex- 
tremely resentful if his unreasonable demands were 
not acceded to. When sober, he was overbearing and 
had no sense of guilt about his conduct. He took 
Antabuse for six weeks only, and was discovered 
to nog substituted Demerol for alcohol during this 
period. 


Case 2 

A 33 year old white woman had _ separated 
from her husband, an unfaithful alcoholic psycho- 
path, one year ago. He obtained temporary custody 
of their child. Three years before admission, under 
the stress of her domestic unhappiness, she had 
begun drinking as much as two pints of whiskey 
daily. After separation from her husband she ob- 
tained a job where her employer was so impressed 
with her, in spite of her drunkenness, that he was 
prepared to pay for her hospitalization and treat- 
ment. She recognized on admission that she had a 
strong motive for giving up alcohol, since the even- 
tual custody of the child would probably depend on 
her sobriety. 

She was a pleasant, cooperative, attractive woman, 
who accepted the hospital regimen and formed 
friendships quickly with other patients. Her I. Q. 
was 108 (Wechsler), and the Korschach test sug- 
gested sensitiveness and feelings of inferiority. 
‘There was considerable unconscious hostility, which 
in the course of psychotherapy became directed to- 
ward her husband. She has taken Antabuse faith- 
fully, has cooperated in psychotherapy, is working 
well, and is coping successfully with her legal prob- 
lems. She has now been followed for seven months. 


Case 3 

A 38 year old married white man had been drink- 
ing a fifth of whisky per day for ten years. For four 
months prior to admission he had not left his bed 
except to obtain supplies of alcohol. He was admitted 
following an attack of generalized grand mal, and 
was found to have well marked signs of peripheral 
neuritis. Electroencephalographic studies showed a 
generalized abnormality but no evidence of a focal 
lesion. 

Psychologie tests showed marked impairment of 
abstraction and impairment of visuo-motor coordina- 
tion. Clinically, he showed evidence of organic de- 
terioration. His personality was immature, egocen- 
tric, impulsive, and emotionally labile. He had always 
‘been indulged by his mother and had never finished 
his schooling because “he did not like it.”” His occu- 
pational history continued the record of his irre- 
sponsibility, and his hobbies revealed his immatur- 
ity; he was described as being “always like a child 
with a new toy.” 

Antabuse was begun, but was discontinued be- 
cause of hepatic enlargement. He soon began to 
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drink again, and was readmitted. Antabuse was 
administered cautiously, and he has remained sober 
for the past three months. It appears likely that he 
will continue to do well, because of the devoted 
support and attention of his wife and doctor. 


Summary and Conclusions 


1. The routine of therapy employed at 
Graylyn for patients treated with Antabuse 
is described. 


2. Results obtained in two groups of pa- 
tients followed for three to eleven months 
support the view that, in selected cases, An- 
tabuse is a most valuable adjunct to the 
therapy of chronic alcoholism. Results were 
less satisfactory in the group treated as out- 
patients than in the group which was hos- 
pitalized. 

3. Some factors of importance in prog- 
nosis and in the selection of cases are an- 
alyzed, and three illustrative case reports 
are given, 
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OBESITY AND HYPERTENSION: THE 
IMPORTANCE OF A SAFE COMPOUND 
TO CONTROL APPETITE 


Report of a Series of One Hundred Cases 
WILLIAM L, GOULD, M.D. 
ALBANY, NEW YORK 


Although the dangers and handicaps im- 
posed by obesity have been enumerated by 
many writers, the seriousness of this disease 
is not fully appreciated. For the physician to 
disregard pounds of overweight “is ignoring 
what is perhaps his best chance to lengthen 
the life and diminish future illnesses of his 
patient.” Actually, a great improvement in 
the health of the nation appears to be pos- 
sible by means of the correction and preven- 
tion of obesity, for it can be a predisposing 
or aggravating factor in such conditions as 
hypertension, varicose veins, nephritis, ath- 
erosclerosis, pulmonary emphysema, heart 
disease, and diabetes". 

Table 1 lists the diseases which I have 
found to be associated with obesity, and 
shows the incidence of these diseases in 668 
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Table 1 

Diseases Associated with Obesity 

Incidence 

Overweight Normal 
9% 
5% 
4% 
2% 
8% 
11% 


Cardiovascular-rena] diseases 
Myocarditis 
Nephritis 
Coronary heart disease 
Hypertension 

Arthritis 

Glandular dysfunction (especially 
male and female climacteric) 
Diabetes 


3% 
2% 
obese patients (including the 100 cases in 
the present series) and a similar number of 
patients of normal weight. These patients 
were from all age groups, although the ma- 
jority (68 per cent) were between 40 and 60 
years of age. 

The treatment of specific abnormal states 
in the obese is no different from that in non- 
obese patients, except that the response to 
treatment is much more satisfactory when 
normal weight is attained. Frequently re- 
duction in weight is the only measure needed 
to correct certain abnormalities. This is par- 
ticularly true of hypertension”. 


By the treatment of obesity, the physician 
may ameliorate considerably the effects of 
many diseases for which no specific treat- 
ment is available. 


Ray” has stated that “Careful study of 
the obese who are apparently in good health 
often reveals subclinical disease directly re- 
lated to the overweight. Obesity, therefore, 
if only from the standpoint of preventive 
medicine, ‘must be regarded as an abnormal 
and harmful state.’ Statistical studies indi- 
cate that in individuals between the ages of 
45 and 50 years, an excess weight of 25 
pounds is responsible for a 25 per cent in- 
crease in mortality’; an excess weight of 50 
pounds is responsible for a 56 per cent in- 
crease in the death rate; and an excess of 90 
pounds increases the death rate by 116 per 
cent’. Thus there is roughly a 1 per cent in- 
crease in mortality for every pound of excess 
weight. 

Dublin showed a definite increase in 
the mortality from all causes in overweight 
individuals as compared to normal and un- 
derweight persons. The most striking differ- 
ences were noted in the group of cardiovas- 
cular-renal diseases. Deaths from this cause 
among normal, underweight, and overweight 
individuals occurred in the following propor- 
tions: 100:77:162. 
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Obesity and Hypertension 

One of the common complications of obes- 
ity is damage to the cardiovascular system. 
The accumulation of fat around the heart, 
and occasionally in the myocardium, makes 
the work of the heart more difficult’. Fatty 
tissue has a rich vascular component, so that 
the blood must travel a greater distance and 
frequently must overcome increased peri- 
pheral resistance. It is known that increased 
peripheral resistance raises the blood pres- 
sure, and leads to heart disease. 

Goldring and Chasis'*’ consider a systolic 
pressure of 150 and a diastolic pressure of 
90 as the lower limit of hypertension. By 
these standards, Rony’ found hypertension 
in 19 per cent of his adult obese patients; 
Gager''” found systolic hypertension in 28.3 
per cent of his obese patients, compared to 
16.4 per cent of the patients whose weight 
was normal. According to insurance statis- 
tics, hypertension is two and one-half times 
more frequent in individuals who are over- 
weight. 

In an analysis of 110 obese office patients, 
ranging from 16 to 61 years of age, Ray‘ 
found 35 per cent to have essential hyper- 
tension, hypertensive cardiovascular disease, 
hypertensive retinopathy and nephropathy, 
coronary insufficiency, and coronary disease. 
In a similar non-obese group this condition 
was found in only 10 per cent of the pa- 
tients. Recently Levy, White and Stroud", 
in a statistical analysis of the medical rec- 
ords of 22,741 officers in the United States 
Army, showed that the rate for later sus- 
tained hypertension was significantly higher 
in overweight persons than in the control 
group. 

Green and Beckman"? have raised the ques- 
tion: Is hypertension caused solely by obesity 
or by an unknown mechanism independent 
of excess weight, or are both factors respon- 
sible? These authors studied 1931 obese pa- 
tients, and drew the following conclusion: 
“Hypertension in obese people is not caused 
by obesity. The same factors which cause 
hypertension in non-obese people are appar- 
ently responsible for abnormally high pres- 
sures in the obese. Overweight only aggra- 
vates the condition. ... One of the aggravat- 
ing factors may be removed by weight reduc- 
tion, and the prognosis of patients with hy- 
pertension is thus improved. Early weight 
reduction and maintenance of normal weight 
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are strongly indicated.’\!'*) 

There is no question that obesity increases 
the incidence of a large number of patho- 
logic processes, and while some of the 
changes caused by the obesity tend to be- 
come irreversible in time, others may be cor- 
rected by weight reduction. One of the con- 
ditions often amenable to treatment of the 
obesity is early or mild essential hyperten- 
sion. 

Etiology of Obesity 

Various theories have been proposed to ac- 
count for individual differences in weight. 
For many decades physicians have been 
taught that obesity is a glandular or metabo- 
lic disturbance. These theories have all been 
refuted by Newburgh''*) and others, who 
have been unable to find any alterations in 
the endocrine or metabolic behavior of obese 
individuals. Nearly all observers now agree 
that overweight is simply due to a positive 
caloric balance, and that obese persons eat 
more food than they expend in the form of 
energy. 

It must be recognized, however, that obese 
individuals are victims of circumstance, and 
their obesity is the result of a perverted ap- 
petite. Appetite, as opposed to hunger, is a 
product of one’s environment and is impor- 
tantly affected by pleasurable and painful 
experiences. One emotionally disturbed per- 
son is distressed by the sight or smell of food 
(anorexia nervosa), while another finds re- 
lief of mental anguish in the pleasurable sen- 
sation of a full stomach. This statement does 
not imply that all or even a majority of 
obese individuals are emotionally upset. 
Many are simply the victims of early train- 
ing and have been conditioned to a higher 
“satiety level” than is required by the phys- 
iologic needs of the body. 

Effect of Drastic Food Restriction 

By far the most extensive study of cardio- 
vascular dynamics in a population recover- 
ing from semistarvation was that done in 
Leningrad during World War II. A decrease 
in the blood pressure was one of the char- 
acteristic symptoms of semistarvation. Not 
only was there a reduction in the number of 
patients hospitalized for hypertension, but 
there were also significant changes in the 
clinical picture of hypertension. In a large 
number of patients with long-standing chron- 
ic hypertension, the blood pressure was re- 
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duced to a normal or near normal level. 
Furthermore, symptoms commonly associat- 
ed with hypertension, such as headaches, 
dizziness, and dyspnea on exertion decreased 
in intensity or completely disappeared. In 
addition to these changes, there was a defi- 
nite decrease in the severity and frequency 
of—other cardiovascular disorders, such as 
angina pectoris and myocardial infarction. 
It is striking to note that in the two years 
following the famine in Leningrad, hyper- 
tension suddenly became a major medical 
problem. 

Brozek and his co-workers''*) confirmed 
the observations made in the European coun- 
tries by a wartime research project on car- 
diovascular degeneration carried out at the 
University of Minnesota. They also observed 
striking decreases in blood pressure and 
pulse rate concomitant with a decline in body 
weight. 

These observations appear to lend support 
to the concept of treating hypertension by 
vigorous dietary restriction. Neither study, 
however, can be regarded as settling the con- 
troversy over the relative importance of ca- 
loric and sodium restriction in lowering the 
blood pressure. “If anything, they suggest 
that caloric restriction may be fully as effec- 
tive as sodium restriction in producing this 
result, since in neither the Minnesota experi- 
ment nor the Leningrad experience was the 
sodium intake specifically limited. In fact, 
the men subjected to experimental limitation 
of food intake increased their consumption of 
salt. ... The salutary effect of weight loss 
alone in such cases has been repeatedly dem- 
onstrated, and a reduction diet rather than 
a diet of the Kempner type (rice diet) is to 
be 

The above observations do not warrant the 
recommendation of drastic dietary restric- 
tions in the treatment of hypertension, but 
they do offer conclusive evidence of the im- 
portance of food restriction in the therapeu- 
tic management of hypertension, particularly 
when the hypertension is associated with 
obesity. 

Management of Obesity 


Most types of obesity can be treated sim- 
ply by a well balanced reduction diet. The 
restriction of food intake is still the basic 
principle in all successful attempts at treat- 
ment. Dietary restriction over a long period 
of time, however, is exceedingly difficult in 
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most cases without the aid of some agent 
that will depress the appetite. Although 
many such drugs are being used at present, 
all of them tend to cause an elevation of 
blood pressure when administered in the 
amounts actually required to curb the ap- 
petite. 

Among the many appetite depressing 


drugs employed, amphetamine sulfate and - 


descxyephedrine hydrochloride are perhaps 
the most widely used. While many investi- 
gators have shown experimentally and clini- 
cally that these drugs did not materially in- 
crease the blood pressure, it must be empha- 
sized that such studies were made with small 
doses. The dose of racemic amphetamine sul- 
fate used by Harris, Ivy and Searle''*) was 
10 to 15 mg. three times a day, while the 
dose of the dextrorotatory form was half 
that. 

Because desoxyephedrine hydrochloride 
was used extensively by the German armed 
forces during World War II, Ivy and 
Goetzl"" prepared an extensive review of 
the German literature. This review indicated 
that the drug has an action on man and ani- 
mals similar to that of amphetamine sulfate. 
It is more potent per miligram than amphe- 
tamine sulfate. Golla, Blackburn and Gra- 
ham"'* compared the effects of ampheta- 
mine sulfate and desoxyephedrine hydro- 
chloride on the blood pressure and heart rate 
in 14 subjects. They found no significant dif- 
ference in the effects of the two drugs, 
except that smaller amounts of desoxyephe- 
drine were required. Ten milligrams of 
desoxyephedrine hydrochloride increased the 
pulse rate and the blood pressure in 8 and 11 
subjects, respectively, and reduced them in 
3 and 1 respectively. The maximum rise of 
blood pressure was 18 mm. of mercury. 
Frank”) found that amphetamine sulfate in 
doses of 10 mg. had no significant effect on 
blood pressure, whereas doses of 20 mg. 
increased the pressure for five to seven hours, 
In a group of patients with fixed hyperten- 
sion, Pullen® found that 6 to 15 mg. of 
desoxyephedrine hydrochloride caused a sus- 
tained rise of 35 to 50 mm. in the blood 
pressure, the larger rises being due to the 
larger doses. 

Desoxyephedrine hydrochloride and am- 
phetamine sulfate are undoubtedly valuable 
drugs to diminish appetite in uncomplicated 
cases of obesity, but one should certainly 
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administer these drugs cautiously in cases 
of hypertension, particularly hypertension 
complicated with left ventricular failure or 
cardiac insufficiency, and severe resistant 
hypertension. 

Warnings against amphetamine for pa- 
tients with hypertension have been made by 
the Council on Pharmacy and Chemistry and 
the Food and Drug Administration. Desoxye- 
phedrine hydrochloride, along with amphe- 
tamine sulfate, was placed under the German 
narcotic, or prescription, law in June, 1941. 

The use of thyroid substance for the sole 
purpose of weight reduction is therapeuti- 
cally unsound and often harmful”. Thyroid, 
although long used for the treatment of obe- 
sity, raises the metabolic rate, causes a neg- 
ative nitrogen balance’, and exerts a direct 
toxic action on the heart'?®’, It is probable 
that small doses cause undesirable loss of 
body protein and increase the burden on the 
cardiovascular system''*="), 


Experience with a Non-Toxic Appetite- 
Curbing Preparation 
Materials 


A definite need for a safe means of curb- 
ing the appetite and securing weight loss in 
such severe conditions as hypertension com- 
plicated by obesity prompted the search for 
a harmless, yet reliable, preparation. In a 
series of 100 cases of hypertension compli- 
cated by obesity, Flavettes, a new safe com- 
pound to control the appetite*, have been 
used in conjunction with a diet low in car- 
bohydrates and fats. Flavettes contain in 
each tablet 1/20 grain of benzocaine aroma- 
tized with suitable flavoring extracts in clin- 
ically tested proportions, including powdered 
ginger, licorice, oils of anise, wintergreen, 
coriander, and cloves. Benzocaine, a local 
anesthetic, is said to prolong the effect of 
the various essential oils in curbing the sense 
of taste. Without benzocaine the action of 
the oils was too short in duration, and an- 
orexia resulted in only 40 per cent of the 
cases. With benzocaine, anorexia of longer 
duration was produced in 80 per cent of the 
cases'*), 

The safety of this compound must be em- 
phasized. Even if the 63 lozenges contained 
in a bottle were ingested at one time, only a 
little more than 3 grains of benzocaine would 
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200 


weight in lbs. and systolic B. P. in mm. Hg. 


150 
time in weeks 
Fig. 1. Average response of weight and blood pressure in 100 cases treated with Flavettes and a low 


carbohydrate, low fat diet. The sensitivity of the blood pressure to changes in the diet and weight is 
shown. After several months of the regimen, control is more difficult in a third of the cases, and the 


curves begin to rise (x). 


be taken. The U.S.P. dose is 5 to 8 grains. 
The flavor extracts are obviously harmless. 
Methods 

The patient is instructed to dissolve one 
Flavette on the tongue fifteen to twenty min- 
utes before eating, or whenever he is hun- 
gry. The appetite is usually markedly dimin- 
ished after five to seven days. Administra- 
tion must be continuous to maintain the in- 
itial effect. If the patient objects to the 
taste, the lozenges may be swallowed. This 
method was followed in 2 per cent of my 
cases, and it was found that the results were 
the same. The exact mechanism of action is 
not known. It is not the local anesthetic ef- 
fect alone which is responsible, for results 
were secured in 40 per cent of one series of 
cases without benzocaine. 

Of the various diets employed for hyper- 
tension in connection with Flavettes, the best 
was a diet low in fats and carbohydrates (less 
than 15 per cent of each). Less satisfactory 
was a non-sustaining diet containing from 
1000 to 1200 calories, and least effective 
were the various hypertensive (low sodium) 
diets. The reducing diets were accepted much 


more readily when the patient was taking 
Flavettes. 

The patients are told to eat no bread or 
pastries, no cereal products, and no salad 
dressing. Lemon juice may be used for sal- 
ads, and saccharin tablets for sweetening. 
The following foods may be eaten daily in 
any desired quantity after the appetite is 
effectively curbed with Flavettes. 

Dairy products: Buttermilk, cottage 
cheese, boiled or poached eggs, milk (whole 
or skimmed). 

Meats: Boiled or broiled, not fried, free 
from all visible fats; no organs such as kid- 
ney, liver, sweetbreads, etc. 

Sea food: Fish, crabmeat, lobster, oyster, 
shrimp; no fried foods. 

Fruits: All kinds except bananas, figs, and 
dates. Remove syrup from all canned fruits 
and wash with water before serving. 

Vegetables: All except potatoes, corn, and 
lima _ beans. 

Beverages: Water, tea, coffee, milk, vichy, 
unsweetened fruit juices, pea and tomato 
soups. 

Multiple vitamin capsules were given to 
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weight in Ibs. and systolic B.P. in mm. Hg. 


Pd 


time in weeks 


Fig. 2. Relation of weight and systolic blood pressure in case 4 


all patients placed on reducing diets. 

It is difficult to maintain the desired 
weight within a range of one pound. My ex- 
perience shows that the most practical range 
is 5 pounds. If the desired weight is 150 
pounds, the weight could be allowed to vary 
from 148 to 153. When the individual weighs 
' less than 150, he may eat more freely. As 
153 is approached, the stricter diet is en- 
forced. 


Results 

These cases have been observed for at 
least three years. The average loss of weight 
was almost 2 pounds per week for the first 
eleven weeks, and the fall in blood pressure 
was proportionate (fig. 1). After several 
months of the diet, one third of the patients 
began to gain weight again, and the blood 
pressure rose sharply. In 8 patients with ma- 
lignant hypertension the blood pressure, as 
was to be expected, did not respond to the 
loss of weight or to any other therapeutic 
measure which was tried. 

In a previous series of 568 cases of obesity 
complicated by a variety of diseases, exces- 
sive appetite was controlled in 80 per cent 
with the use of Flavettes and a simple re- 
ducing diet**. Flavettes have been found to 
be fully as effective as the established ap- 
petite-curbing drugs, without producing dele- 
terious effects on blood pressure. 


Illustrative Case Reports 
Case 1 

This 44 year old housewife, the mother 
of two children, had been known to me for 
twelve years. Most of her near relatives 
weighed 200 pounds or more, and her own 
weight varied between 206 and 247. All of 
her sisters had hypertension or some other 
pathologic condition; severe heart disease 
developed in one. This family impressively 
illustrates the association of obesity with dis- 
ease. All of the sisters had a normal basal 
metabolic rate. 

The patient’s obesity was evidently the 
result of an almost uncontrollable weakness 
for food ; she had no will power to resist eat- 
ing. Her systolic pressure for the past twelve 
years had varied between 146 and 266; the 
diastolic, between 84 and 148. The pressure 
showed a tendency to rise as time progressed, 
The patient seldom had headaches. On one 
occasion, however, she complained of extreme 
vertigo associated with moderate headache, 
and had to be confined to bed for eleven 
days. The blood pressure at this time was 
266 systolic, 148 diastolic. Except for some 
weakness on the right side of her body, there 
were no neurologic findings. The eyegrounds 
were normal. The electrocardiogram was 
consistent with hypertensive heart disease. 
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A faint trace of albumin was present in the 
urine. 

Nitrates, nitrites, sedatives, and a diet low 
in fat and carbohydrates were prescribed, 
and Flavettes were given to curb the appe- 
tite. After five days, the blood pressure 
dropped to 200 systolic, 128 diastolic, and 
after twelve days was found to be as low as 
152 systolic, 98 diastolic. 

It is interesting to note the fashion in 
which this patient’s hypertension responded 
to the loss of weight. As soon as she began 
following a reducing diet, with the aid of 
Flavettes, her blood pressure dropped, fre- 
quently out of all proportion to the actual 
loss of weight. Decreases of 20 to 30 mm. in 
systolic pressure, accompanied by a loss of 
only 2 or 3 pounds, were observed. As she 
lost more weight (20 to 30 pounds), however, 
the lower blood pressure range was main- 
tained more steadily. 

The primary factors in the successful 
management of this case appeared to be the 
caloric restriction made possible by the use 
of Flavettes. Thyroid, amphetamine, Benze- 
drine, and similar preparations were con- 
sidered dangerous in this case. 


Case 2 

This widow, 68 years of age and the moth- 
er of two children, had been under my care 
for seven years. She had always been obese, 
her weight ranging from 212 to 305 pounds. 
When I first took her blood pressure, the 
systolic pressure went well over the 300 mm. 
mark, and only the diastolic pressure (158 
mm.) could be read. The electrocardiogram 
indicated an acute and chronic myocarditis 
consistent with hypertensive heart disease. 
The patient had infrequent headaches and 
experienced occasional dizziness. 

During the first two years that she was 
under my care, therapy consisted of the usual 
hypertensive regimen, including a low so- 
dium diet, nitrites, nitrates, and sedatives. 
The patient showed so little response—rarely 
did the systolic pressure come within the visi- 
ble range of 300 mm.—that I felt this to be 
a case of essential or malignant hypertension 
refractory to any medication or other ther- 
apy. 

The picture changed dramatically after the 
institution of a diet low in fat and carbohy- 
drates and the administration of Flavettes. 
During the past five years there has been a 
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marked loss of weight, with a corresponding 
drop in blood pressure. The systolic pressure 
has ranged between 300+ and 182, the di- 
astolic from 158 to 114. For the past year 
the patient has maintained her blood pres- 
sure and weight at their lower levels and, to 
her great satisfaction, on a less restricted 
diet. She now takes Flavettes only when her 
appetite requires curbing. 


Case 3 

A 57 year old merchant, married and the 
father of one child, had suffered from hy- 
pertensive heart disease for years. For the 
past two years his systolic pressure had 
varied between 262 and 202, the diastolic 
between 160 and 108; signs of heart failure 
began to appear eighteen months ago. The 
usual hypertensive therapy seemed to be of 
no avail. On a reducing diet with the use of 
Flavettes, the patient’s weight dropped from 
206 to 170 pounds. As is typical of malig- 
nant hypertension, however, weight reduc- 
tion had no effect on the blood pressure. Re- 
cently the patient has lost weight as a result 
of the disease process. The same observation 
has been made in 7 other patients in this 
series who had malignant hypertension. 


Case 4 

A mechanic, 32 years of age and unmar- 
ried, came to my office two years ago com- 
plaining of weakness, nervousness, and oc- 
casional headaches. His blood pressure was 
200 systolic, 132 diastolic, and his weight 
was 240 pounds. Institution of a reducing 
diet and Flavettes resulted in a gradual loss 
of weight to 196 pounds, with a concomitant 
drop in blood pressure to 176 systolic, 80 
diastolic. This case was typical of the corre- 
lation between obesity and hypertension. 
Whenever the patient went off his diet, the 
blood pressure would rise (fig. 2). This case 
further illustrates the fact that even in a 
comparatively young individual, obesity may 
be an important factor in the hypertensive 


syndrome. 
Summary 


In a series of 100 cases of hypertension as- 
sociated with overweight, excellent results 
were obtained with a diet low in fats and 
carbohydrates, supported by the use of Fla- 
vettes, a new, non-toxic, appetite-curbing 
preparation. Eight overweight patients with 
malignant hypertension were not benefited 
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by this regimen, as was to be expected. Fla- 
vettes proved effective in curbing the appe- 
tite, and produced no untoward effects. 
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PHONOCARDIOGRAMS IN PATENT 
DUCTUS ARTERIOSUS 


F. D. McCrea, Ph.D. 
and 
MACDONALD Dick, M.D. 
DURHAM 


Since 1939, when Gross’ reported the 
first successful ligation of a patent ductus 
arteriosus, interest in all aspects of this con- 
genital anomaly has been quickened. This 
study concerns recordings of the heart 
sounds made in 10 patients before and after 
operation for a patent ductus. 


Cardiac Manifestations of Patent 
Ductus Arteriosus 

If the ductus arteriosus remains open 
after the individual is 4 years old, there is 
present a continuous “machinery-like” mur- 
mur. This is usually harsh, is loudest in the 
pulmonary area, and is accompanied by ac- 
centuation of the pulmonic second sound. 
A systolic, or sometimes continuous, thrill 
accompanies the murmur and, like the mur- 
mur, is maximal in the pulmonary area. The 
murmur itself is often so intense as to ob- 
scure the second heart sound. 

The characteristics of this murmur vary 
from patient to patient. It has been described 
as soft, blowing, slightly rough, and loud and 
roaring. Commonly it is loudest at the be- 
ginning of the cardiac cycle, although of 7 
cases reported by Jones’ clear accentuation 
in systole occurred in only one; in four it 
was loudest in late systole or early diastole, 
and in two during diastole. The intensity of 
the systolic component is reduced in the 
aortic and apical areas®*). Often the mur- 
mur is clearly audible and the thrill easily 
palpable over the entire precordium, and 
both may be transmitted to the back and 
axillae, usually towards the left and to the 
neck. Sometimes, however, there is little or 
no transmission of either murmur or thrill 
and they are easily detectable only in the 
pulmonic area. 

The other cardiac manifestations also vary 
a great deal. The heart may be normal in 
size or enlarged to either side or to both 
sides*.)), The electrocardiogram is not sig- 
nificantly altered in simple patency of the 
ductus arteriosus’, though it may show 
minor variations of any of the waves'?*4#-4-), 
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Axis deviation either to the left or to the 
right may occur"), and depends prima- 
rily upon the load placed on the heart and 
its consequent hypertrophy or degree of fail- 
ure. The left ventricle pumps from two to 
four times the volume of blood pumped by 
the right ventricle’, but the latter pumps 
against an increased pulmonary resistance; 
there is thus an increased load on both 
chambers. If this is evenly distributed, no 
axis deviation occurs. 


Phonocardiograms 


Few phonocardiograms from _ patients 
with patent ductus arteriosus have been pub- 
lished. Those which have appeared in the lit- 
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erature may be divided into three general 
groups as follows: 

1. Continuous murmurs with systolic ac- 

2. Continuous murmurs with accentuation 
in late systole, early diastole, or both*”. 

3. Continuous murmurs with diastolic ac- 

From our studies we feel that phonocardi- 
ograms are of definite diagnostic value. 
They also supply permanent records which 
are useful in comparing the preoperative 
murmur with those which may commonly 
persist for variable periods following oper- 
ative closure of the lumen. 


Fig. 1 (Case 1). 
A. Preoperative. Continuous murmur which 
is maximal during systole and early diastole. 
(Electrocardiographic lead 2). 


C. Fifteen months after operation. (Electro- 
cardiographic lead 3). 


Phonocardiograms from the left interspace. 


B. Ten days after operation. (Electrocardio- 
graphic lead 2). 


D. Twenty-two months after operation. (Elec- 
trocardiographic lead 3). Note the accentuation 
of the pulmonic second sound in the postoper- 
ative records. 
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Findings in Patients Treated at 
Duke Hospital 

The tracings presented were made from 
patients admitted to Duke Hospital, all of 
whom had an operation to close the shunt. 
Most of the records were taken by means of 
the sound and pulse capsules devised by 
Wiggers’. In two patients the Cambridge 
instrument was used. 

The presenting complaint in most cases 
was dyspnea and excessive fatigue with 
moderate exertion. No patient exhibited 
cyanosis or arrhythmia except for a few 
occasional premature systoles. Following op- 
eration there were few significant altera- 
tions in the blood pressure levels. Systolic 
pressures range from below normal to above 
normal, and pulse pressures are usually 
increased because of the lower diastolic 
pressure. In these cases the preoperative 
systolic pressures tended to be high, and in 
all except two the diastolic pressures were 
lower than the commonly accepted values for 
corresponding ages. At operation it was ob- 
served that the diastolic pressures rose im- 
mediately after the ductus was closed. Heart 
rates were not significantly altered. Tele- 
roentgenograms showed either moderate en- 
largement or no enlargement of the heart, 
and the electrocardiograms showed no sig- 
nificant alteration. 

Phonocardiograms of 5 patients are shown 
in figures 1-5. The varying characteristics 
of the murmurs in the phases of the cardiac 
cycle are clearly illustrated, and form the 
basis of the discussion which follows. 

Table 1 lists the outstanding characteris- 
tics of the murmurs and thrills observed. 
The disappearance of the murmur _post- 
operatively is of considerable interest. In 
general, the pulmonic murmur has persisted 
longest. A grade 1 pulmonic murmur lasted 
to the seventeenth postoperative month in 
cases 3 and 5. In the former the ductus was 
ruptured during the operation, and there was 
some doubt as to whether it had been com- 
pletely occluded. The murmur became, how- 
ever, progressively less intense and disap- 
peared completely from the aortic area. 

Comment 
Phase of maximum intensity of the murmur 

Murmurs are generally considered to be 
the result of turbulence of the blood stream 
in the heart and blood vessels. It is assumed 
that maximal turbulence coincides with 
maximal blood pressure and velocity — 
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which, in the healthy cardiovascular system, 
occurs during the phase of maximum ejec- 
tion of the heart. Thus one would expect the 
continuous murmur caused by a_ patent 
ductus to be loudest during that period, and 
it is usually so described. 

Both clinical experience and phonocardi- 
ographic records, however, indicate that the 
two maxima often do not coincide’?:***7). 
From our own phonocardiograms and aus- 
cuitation of the patients in this series, it 
appears that maximal intensity of the mur- 
mur does not necessarily occur at the ex- 


Fig. 2 (Case 2). Phonocardiograms and carotid 
pulse (time, 0.2 sec.) 


A. Preoperative. Postoperative  pul- 
grade 3 pulmonic mur- Monic murmur, grade 
mur is maximal after maximal in’ sys- 

tole. The second pul- 
the second heart sound. monic sound is accen- 
The second pulmonic 


tuated. Note the ab- 
sound is accentuated. sence of the murmur 
postoperatively in the 


aortic and apical areas. 


| 
| | 
| | 


July, 1950 


pected time of maximal turbulence. Further- 
more, the phonocardiograms show that the 
murmur may be loudest in any part of the 
cardiac cycle, though it is usuaily maximal in 
late systole or in both late systole and early 
diastole. Thus any attempt to explain the in- 
tensity of the murmur by existing pressure 
or velocity differences will fail in many in- 
stances. 

Cournand and others’ found that pres- 
sures in the right ventricle of 8 normal sub- 
jects ranged from 18 to 28 mm. of mercury, 
the average being 22 mm. This finding would 
indicate a pressure difference of approxi- 
mately 5 to 1 between the aorta and the pul- 
monary artery, although no measurements of 
systemic pressure were published. Further- 
more, considerable differences from the nor- 
mal flow were reported by Eppinger and 
Burwell’, who used data obtained from 
Cross’s patients before and after operation. 
They estimated that from 45 to 75 per cent 
of the blood pumped out by the left ventricle 
into the aorta passed back into the pulmo- 
nary circuit through the ductus. The left 
ventricle therefore pumped from two to four 
times as much blood as was pumped out dur- 
ing the same time by the right. 

This observation has been confirmed in 
some patients by Steinberg’s angiccardio- 
graphic study of 27 cases. Steinberg and his 
coworkers'!) wrote: 

“It was expected that the shunt of blood from 
the aorta to the pulmonary artery would result in 
continuous visualization of the pulmonary vascular 
tree since the pressure in the aorta is much higher 
than in the pulmonary artery ....” “In a few of 
our cases there did indeed appear to be a slight 
but distinct persistence of opacification .... This 
finding must therefore be interpreted with consid- 
erable caution.” 

The assumption that the shunt is from the 
aorta to the pulmonary artery was ques- 
tioned by Hunter''’’, who observed the blood 
flowing in two patients in whom the ductus 
was very thin. His impression was that in 
both cases the flow was from the pulmonary 
artery into the aorta. He admitted that, 
“This is against all the views previously ex- 
pressed, but those views have been largely 

_ theoretical.” He presented some indirect 
evidence in support of his view. In a discus- 
sion of this paper, Tubbs (p. 110) expressed 
the opinion that Hunter’s “novel suggestion’”’ 
should not be maintained, and cited direct 
and indirect evidence supporting the classi- 
cal view. Eppinger, Burwell and Gross''! 
have also produced in experimental animals 
an arterial communication between the aorta 
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Fig 3 (Case 4). 

A. Preoperative records:  phonocardiogram 
and carotid pulse (time 0.2 sec.). The grade 
4 pulmonic murmur is maximal in late systole 
and early diastole, and in mid to late systole in 
the apical and aortic areas. From the abdom- 
inal aorta a maximal rough systolic rumble 
louder than in the pulmonic area was heard, 
followed by a faint diastolic murmur, 

B. Records taken on the fourteenth postoper- 
ative day. From the pulmonic area a systolic 
murmur persisted which was less harsh and 
more blowing in character. The diastolic com- 
ponent was faint. From the abdominal aorta 
the intensity of the systolic murmur was Uun- 
changed; the diastolic portion was slightly 
louder. 
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A. Preoperative records. Each 
record shows heart sounds and 
carotid pulse (time, 0.2. sec.). 
The murmur is continuous and 
“machinery like,” maximal in 
the pulmonic area during late 
systole and early diastole. The 
sound capsule was maximally 
damped, 
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Fig. 4 (Case 5). 
B. Postoperative records on the 
fourteenth day. Only a faint sys- 
tolic murmur (maximal in the 


pulmonic area) is evident. 


C. Nine months after operation. 
There was little change in the 
intensity of the murmur as 
compared with B. The patient 
at this time had numerous pre- 
mature auricular systoles vary- 
ing from 1:5 to 1:1. 
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Fig. 5 (Case 9). 


A. Preoperative records. From top to bot- 
tom: pulmonic area, electrocardiographic lead 
1; apex, electrocardiographic lead 2; aortic 
area, lead 3. There was a continuous murmur, 
maximal in diastole. The apex record shows a 
loud third heart sound. The pulse tracing is 
from the right jugular vein. 


B. Postoperative records on the twelfth day. 
Electrocardiographic leads from each area are 
the same as in A. A grade 1 pulmonic murmur 
is maximal in systole. The third heart sound 
has disappeared at the apex, 
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Table 1 


PREOPERATIVE 


Phase of Cycle when 
Pulmonic Murmur 
Was Loudest 


2nd left 1S 


Left Axilla 


& ard left LS 


wen 
Apex 


Avrtic Area 


to b t 


Buck 


Legend: 
Interspace = IS. 
Cardiac Murmur = M (Grade 1-6) 
Cardiac Thrill = T (Grade 1-4) 
Systole = S 
Late Systole LS 
ED 


Diastole = D 
Early Diastole = 


and pulmonary artery. Their evidence sup- 
ports only the concept of a continuous blood 
flow from the aorta through the artificial 
“ductus” in both the systolic and diastolic 
phases of the cardiac cycle. 

Since most published observations indicate 
that the maximal murmur should be systolic, 
other possible explanations for variations in 
the intensity of the murmur during the heart 
cycle must be examined. 

Turbulence may develop slowly and persist 
for a short time after maximal pressure and 
velocity are reached, This fact may account 
for a late systolic and early diastolic accentu- 
ation of the murmur. 

It is possible that the movement of the 
heart during systole may produce some tor- 
sion upon the ductus, thereby reducing the 

‘ate and volume of flow through the ductus 
during the systolic phase. This would reduce 
the intensity of the systolic murmur. Fur- 
thermore, in certain patients, transmission 
of the murmur in systole and diastole may 
differ. This phenomenon also could be due 
to a change in the position of the heart dur- 


S+ED 


POSTOPERATIVE 
(AT DISCHARGE) 


vic Murmur 


Postoperative 
Persistence of the 
Murmur in Mouths 
Apex 


Grade of Murmur 


Pulmonic Apex 
Area 


Obscured 


Aortic 

Area 
+9 
—15 
+% 
—3 


= Pulmonic 
Area 


+15 


99 


Aortic 
Area 


Phase of Cucle when 


Puln 


Pr 


Yes 2 1 
Some 

Cycles 2 0 
very 
slight 


No 1 
1 
1 
ie Failed to return 
2 : S Failed to return 
0 Failed to return 


1 Failed to return 


1 0 Failed to return 


+ = Persistent 
= Absent 


ing systole, which might alter transmission 
of sounds to the chest wall. 

Theoretically, a flow from the aorta to the 
pulmonary artery would increase the pulmo- 
nary blood volume and the pulmonary ar- 
terial pressure, with a resultant increase in 
the force of the contraction of the right 
ventricle. This in turn would cause some ele- 
vation of the pulmonary systolic arterial 
pressure. Should this rise be fairly large, it 
would impede systolic flow from the aorta 
into the pulmonary artery, and so could re- 
duce the turbulence and the intensity of the 
systolic murmur. Since the normal resist- 
ance of the pulmonary bed is low, the flow 
in diastole would be proportionately less im- 
peded, and might account for a real or ap- 
parent diastolic accentuation. In our opinion, 
however, neither possibility offers a satis- 
factory explanation for the mid-diastolic 
accentuation of.the murmur. 

Course of postoperative murmurs 

At the time of discharge all patients had 
systolic murmurs of slight or moderate in- 
tensity. Only one patient had a continuous 
murmur, and this had completely disap- 
peared in eighteen months. We believe that 
this murmur is due to the fact that ligation 
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of the ductus causes a “dimpling” of the 
aortic and pulmonary arterial walls, which 
interrupts their smooth contour and sets up 
turbulence at those points. As the dimpling 
is gradually and smoothly filled in during 
the healing process, the murmur disappears. 
Indirect evidence supporting this thesis 
arises from the fact that in every case which 
we have been able to follow, except one, the 
murmur has completely disappeared, and 
that in this one case its intensity has pro- 
gressively decreased. 


Summary 


The characteristics of the phonocardio- 
grams in 10 cases of patent ductus arterio- 
sus are tabulated, and some of the phono- 
cardiograms are illustrated. Certain aspects 
of the variation in the murmurs throughout 
the cardiac cycle, and possible reasons for 
these variations, are further discussed. 
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OPERATIVE RESULTS IN PROSTATIC 
SURGERY 


GEORGE G. GILBERT, M.D. 
ASHEVILLE 


In the two and one half years from Jan- 
uary 1, 1947 to July 1, 1949, 160 prostatic 
operations have been performed by my as- 
sociate, Dr. Thomas R. Huffines, or myself. 
In this series of 160 cases there was only 
one postoperative death—a mortality rate of 
0.6 per cent. In similar studies reported in 
the literature the average mortality for all 
types of prostatic operations has ranged be- 
tween 3 and 4 per cent”. 

We have done approximately twice as 
many transurethral prostatic resections as 
suprapubic prostatectomies. One hundred 
and nine resections, 50 suprapubic prosta- 
tectomies, and one perineal prostatectomy 
were performed. We routinely perform the 
suprapubic prostatectomies in two stages, 
despite the fact that many urologists are 
doing them in one stage. Although the hos- 
pital stay is lengthened, we feel that both 
mortality and morbidity are less with the 
two-stage method. 

The rest of the figures do not include data 
on 17 cases that are included in the statis- 
tics just given. These 17 operations (15 re- 
sections and 2 suprapubic enucleations) 
were performed by Dr. Huffines at the 
Swannanoa Division of the Oteen Veteran’s 
Hospital. The same techniques were fol- 
lowed in these cases, and it is safe to as- 
sume that inclusion of the data from them 
would not have changed the over-all picture 
materially. The other operations were all 
done in various Asheville hospitals. 

Only 14 of the 143 patients had malignant 
lesions of the prostate. All of them were too 
far advanced for hope of a permanent cure. 

The average age of our patients was 69; 
the oldest patient was 90 and the youngest 
61. 

Choice of Operation 


In our transurethral resections an aver- 
age of 16 Gm. of prostatic tissue was re- 
moved. The largest amount was 61 Gm., and 
the smallest just one or two bites. The aver- 
age weight of tissue removed by prostatec- 
tomy was 59 Gm. Other factors being equal, 
we perform resections on all patients whose 
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glands are small enough so that a complete 
resection can be carried out in a period of 
one hour or less. In all other cases we carry 
out the enucleation. In only one of these 
cases has a second resection been necessary. 
That patient’s prostate was benign histolog- 
ically at first, but the tissue removed the 
second time was malignant. 

It will be noted that we have not per- 
formed any retropubic prostatectomies. In 
this operation, which was introduced in 
England two years ago, the prostate is ap- 
proached anteriorly and inferior to the 
bladder, in the area underneath the symphy- 
sis pubis. Since its introduction, this oper- 
ation has attracted more attention than any 
other in the field of urology. We have two 
reasons for not having used it. First, Millin, 
the originator and acknowledged expert, 
had a mortality of 4.75 per cent? in his first 
600 cases. Since our mortality is much lower, 
we naturally are hesitant to try the new 
procedure. Second, neither one of us has wit- 
nessed enough of these operations to feel 
that we have learned the technique. When 
the experts can show a better record, and 
when we feel competent in the operation, we 
shall use it in appropriate cases. 


Preoperative Preparation 
Possibly the biggest factor in the success- 
ful performance of prostatic surgery is the 
preoperative preparation. We are dealing 
with elderly men who have impaired circu- 
lation, often impairment of kidney fungtion, 


and occasionally senile mental changes. In 
no other type of surgery is it more important 
to consider the patient as a whole. If there 
is evidence of renal damage, we will not op- 
erate until the kidney function is restored 
to normal, or nearly so. Of equal or greater 
importance is the patient’s cardiovascular 
status. In our series of 143 patients, 41 had 
hypertension, congestive failure, definite 
coronary disease, or a combination of these 
conditions. In a sense all of the patients could 
be considered at least potential candidates 
for cardiac disease. Certainly their circula- 
tion and tolerance were poorer than those of 
younger patients. For these reasons, prac- 
tically every patient in this series was exam- 
ined by a cardiologist, and had at least a 
plain film of the chest and an electrocardio- 
gram made. 

Our preoperative routine is as follows: 
When the patient is admitted, an indwelling 
satheter is inserted if he is carrying residual 
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urine, has an undue amount of infection, or 
is uremic. In addition to the routine labora- 
tory procedures, a Wassermann test and 
determination of the blood nonprotein nitro- 
gen, blood sugar, and sedimentation rate are 
made. Plain roentgenograms of the chest and 
abdomen are obtained. General supportive 
therapy consists in the administration of 
ample fluids and accessory vitamins; the pa- 
tient is allowed to be ambulatory if his con- 
dition permits. He is seen in consultation by 
a cardiologist, and an electrocardiogram is 
obtained. If any of these procedures reveals 
a condition which can and should be ameli- 
orated before operation, then the indicated 
therapy is carried out, regardless of the time 
required. 


Operative Procedure 


I will not give a detailed description of our 
operative technique, but will only say that 
we try conscientiously to do the best job pos- 
sible, and in the resections endeavor to re- 
move all tissue down to the capsule, just as 
is done in the enucleations. At the conclusion 
of either a resection or the first stage of the 
prostatectomy, we routinely ligate the vasa 
in order to prevent epididymitis. When this 
routine is neglected, the incidence of this 
complication is too high, in spite of routine 
postoperative chemotherapy. Spinal anes- 
thesia with Pontocaine is used for most of 
the resections, and every effort is made to 
keep the blood pressure from falling. For 
the prostatectomies cyclopropane or a com- 
bination of oxygen and ether is used. It may 
well be that the ability of our anesthetists is 
rnore important than the choice of the agent. 
To them belongs a great deal of the credit for 
our good results. 

Postoperative Care 

Immediately after the patient returns to 
the ward, he receives a transfusion of whole 
blood. I do not believe that this procedure is 
carried out routinely in many clinics. Most 
of the patients do not actually need the blood, 
but we believe that the transfusion is worth 
while, even in that group. Their strength is 
maintained, and they recover more rapidly. 
Quite frequently, if there is any question 
about a patient’s cardiac status, we also em- 
ploy an oxygen tent prophylactically for the 
first twenty-four or forty-eight hours. This 
precaution, too, pays dividends. Supportive 
therapy is maintained throughout the pa- 
tient’s hospital stay. 
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About two years ago we realized that 
postoperative thromboembolic complications 
were occurring too often in our patients. An 
analysis of all the major urologic operations 
performed in the year 1947 showed that 7 
per cent of the patients had some form of 
thrombosis. From the lessons we learned in 
that study, we have succeeded in reducing 
the incidence of thromboembolic disease fol- 
lowing prostatic operations to 4 per cent. 
This improvement can probably be attrib- 
uted to the adoption of simple, but funda- 
mental, routines. We made certain that the 
patients had both active and passive exercise 
in bed, and were made ambulatory as soon 
as possible. In 1947, before we started con- 
centrating on this problem, the average 
period of complete bed rest following a trans- 
urethral resection was 3.4 days. Since Jan- 
uary 1, 1948, we have succeeded in getting 
these patients up within 2.6 days, on the 
average. Including the time interval in bed 
following both stages of the suprapubic pros- 
tatectomies, the average period of bed rest 
for each patient has been reduced from 20.2 
days in 1947 to 16 days since January 1, 
1948. 

Our criteria for the discharge of the pa- 
tient are as rigid as the preoperative prepa- 
ration. We keep patients for two weeks fol- 
lowing a resection. While they are physically 
able to go home long before this, we have 
learned from bitter experience that the risk 
of bleeding at home is too great if they are 
allowed to leave the hospital earlier. We do 
not feel that an early discharge is worth the 
risk, especially since many of our patients 
come from remote towns or rural areas. 
Following a suprapubic operation, we insist 
that the wound be completely healed and 
that there be no leakage of urine before the 
patient is allowed to leave. 


Explanation of Fatality 


A word must be said concerning our one 
death and the apparent cause. The patient 
was fundamentally average in all respects. 
A transurethral resection was carried out, 
and 8 Gm. of tissue removed. Toward the end 
of the resection, when the prostatic capsule 
was reached, a venous sinus was opened. 
Considerable time was spent in fulgurating 
the area, but moderate bleeding persisted. 
It was controlled to a safe extent, however, 
by traction on a balloon catheter. The patient 
received the routine postoperative transfus- 
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ion, and seemed to be in good condition for 
about six hours. There was no undue bleed- 
ing. At the end of that time, however, he 
went into severe shock. In spite of two more 
transfusions and several units of plasma, he 
expired about twenty-four hours after the 
operation. No autopsy was obtained. 

In the past two years, urologists have 
come to recognize a syndrome of varying 
severity which follows prostatic surgery and 
is characterized by shock, oliguria, nausea 
and vomiting, jaundice, and uremia. In such 
cases, as in our case, there had been bleeding 
from a venous sinus in the prostatic capsule 
during the resection. It seems logical to as- 
sume that this syndrome is caused by an in- 
travenous infusion of sterile distilled water 
which is routinely used as an irrigating 
medium. This medium can easily reach a 
pressure in the prostatic fossa which is 
greater than the patient’s venous pressure. 
The water presumably causes hemolysis, 
hemoglobinemia and hemoglobinuria, to ex- 
plain the symptoms described above. 

There still remains the possibility that 
our patient’s first transfusion was incom- 
patible. This possibility was explored at the 
time, however, and no break in the usual 
matching procedure could be detected. 

Needless to say, we are making every ef- 
fort to avoid this hemoglobinemia syndrome. 
The obvious prophylactic measures are: (1) 
to avoid cutting the prostatic capsule; (2) 
to allow the irrigating medium to drain out 
before the bladder has become distended; 
and (3) to keep the flask containing the 
water at as low a level as possible. Different 
irrigating media have been devised which 
are isotonic and which would be harmless if 
accidentally introduced into the blood 
stream. The most popular of these is a 4 per 
cent solution of glucose. When this is used, 
however, serial blood sugar determinations 
and appropriate coverage with insulin are 
required. Our present laboratory situation 
precludes the use of this technique. Another 
solution, made up of amino acids and glycine, 
avoids the complications of glucose, but is 
very expensive. For the present, we are re- 
lying solely on our precautions in the oper- 
ative technique. 

Late Results 

We have been able to follow most of our 
patients very well. We are proud to say 
that in this series there has not been a single 
case of incontinence, the “bete noire” of all 
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prostatic surgeons. Some of the patients 
have had temporary incomplete inconti- 
nence, but all of them have regained com- 
plete control in a short time. 

Perusal of our late results does reveal the 
too frequent occurrence of an annoying com- 
plication. Urethral strictures have developed 
in 11, or 7 per cent, of the patients. Fortu- 
nately they are not serious and can be di- 
lated easily. Again, the best treatment is 
prophylaxis. We are paying more attention 
to having the sheath of the resectoscope well 
lubricated. We do a urethral meatotomy in 
all cases where the meatus is at all tight, 
and we use the size 24 F. resectoscope when- 
ever the urethra as a whole is too tight on 
the size 28 F. 

The only other noteworthy postoperative 
complication in this series was _ bleeding 
which occurred in 3 patients after their 
return home, and was sufficient to require 
hospitalization to stop it. 


Conclusion 


It is obvious that if any one word could be 
applied to our handling of these patients, it 


is “conservatism.”’ We are often tempted to 
take short cuts, or to omit parts of our estab- 
lished routine. Every time we start to slip on 
one detail or another, however, our error is 
soon brought home to us. 

I cannot finish without reiterating the 
importance of instituting proper treatment 
early in these cases. It is manifest, in both 
the benign and the malignant cases, that 
early treatment will save untold suffering 
and prevent many deaths. 

Finally, in order to give credit where it is 
due, I must say that most of these routines 
have been worked out from experience by 
my associate, Dr. Huffines. The fundamen- 
tals are observed universally, but he deserves 
credit for sticking to several of the conserv- 
ative practices which others recommend dis- 
carding. We have no intention of remaining 
static, however, and when the value of new 
departures has been irrevocably proven, we 
shall adopt them. 
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THE MODERN TREATMENT OF 
TYPHOID FEVER 


With Report of a Case 
! 
WILLIAM RANEY STANFORD, M.D., F.A.C.P. 
DURHAM 


Typhoid fever is a most remarkable dis- 
ease which has been known almost since the 
beginning of medical history. The story of 
the gradual recognition of this disease and 
the associated discoveries") is a fascinating 
tribute to the perseverance, knowledge, and 
common sense of the doctors who brought 
these things to pass. Gerhard, a_ brilliant 
young student of the great Louis, was the 
first to give us an accurate differentiation 
of typhoid and typhus. The organism that 
caused typhoid was discovered by Eberth in 
1800. Typhoid vaccine was first used in 1896 
by Pfieffer and Ko6lle, and two years later 
by Wright. This achievement, together with 
sanitation, has made typhoid fever a rare 
disease in this modern age. It would seem 
possible that modern sanitation and the vac- 
cine could. entirely do away with typhoid 
fever as a disease entity. It is probable that 
in this country the carrier is now our main 
source of danger. 

Chloromycetin 

While this tremendous progress was being 

made toward preventing typhoid, nothing 
vas being accomplished in the way of speci- 
fic treatment. Until very recently, the treat- 
ment consisted entirely of general measures. 
With the introduction of Chloromycetin, 
however, it looks as though therapy has at 
last caught up with prophylaxis in typhoid 
fever. This antibiotic, which has marked 
antibacterial activity against several gram- 
negative bacteria'*', but is inactive against 
yeast and other filamentous fungi’, was 
first used to treat typhoid fever in Bolivia 
in 1947™, 

In July, 1948, Woodward and others") re- 
ported on the use of the drug in 10 cases of 
typhoid seen in Malaya. Fight cases were 
used as controls. The average duration of 
fever in the 10 cases treated with Chloro- 
mycetin was 12.5 days, or 3.5 days from the 
beginning of treatment. (The patients had 
had fever for an average of nine days when 
the drug was started.) In 8 of the 10 cases, 
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blood cultures were taken daily for five days 
after initiating treatment. They remained 
sterile. In 2 of the cases blood cultures were 
taken at two, four, and eight hours after the 
first dose of Chloromycetin. These too re- 
mained sterile*. Relapses, which occurred in 
2 of the 10 cases after fourteen and sixteen 
afebrile days respectively, responded 
promptly to a second course of Chloromyce- 
tin. ‘ 

One of the 8 control cases died of the dis- 
ease. The average duration of fever in the 
remaining 7 cases was thirty-five days. 

Smadel and others’ have reported the 
treatment of 44 cases of typhoid fever by 
means of Chloromycetin. Each patient re- 
ceived an initiai dose of 3 to 4 Gm., then 1 
to 3 Gm. daily in divided doses. In one group 
of 13 patients treated for 6.9 days there 
were 7 relapses. No relapses occurred in the 
remaining patients, who were treated for 
11.2 days or more. It was concluded that 
Chloromycetin should be given for more than 
eight days in adequate doses. 

Woodwerd” and others have reported that 
the usual complications of typhoid may oc- 
cur during or after treatment with Chloro- 


mycetin, even after the fever has subsided. 


Dosage 

According to Dr. R. J. Buckman, of Parke, 
Davis, & Company’, “Initial dosage in the 
acute phase should be calculated on the basis 
of 50 to 60 mg. per kilogram of body weight, 
followed by 0.25 gram every two to four 
hours until there is normal temperature.” 
He further recommends that the Chloromy- 
cetin be given for not less than eight to ten 
days, in doses of 0.25 Gm. every four to six 
hours during the afebrile period, and in high- 
er doses if the blood cultures remain positive. 
For a relapse, he recommended the adminis- 
tration of 3 Gm. daily for three to five days, 
or more as dictated by the condition of the 
patient. 

It has been found that Chloromycetin dis- 
appears very rapidly from the blood, and for 
this reason has to be given often’. Wood- 
ward", in explaining the action of Chloro- 
mycetin, states that the drug apparently sup- 
presses the growth of the typhoid organisms 
and that final recovery seems to depend cx 
the development of immunity in the hove. 
According to Parke, Davis, & Comouny, 


*Gabinus (Lancet 2:866 (Noy. 5) 1949), remar'ing on the 
rapidity with which the cultures become negative following 
administration of the drug, said that the Chloromycetin in 
the blood sample itself was responsible. 
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manufacturers of the drug’, Chloromycetin 
in clinical concentrations is bacteriostatic 
but not highly bactericidal to Salmonella 
typhosa. The manufacturers also state that 
Chloromycetin is effective not only in ty- 
phoid fever, but also in the paratyphoids. 


Toxie effects 

In therapeutic dosage, the drug is said to 
be free from toxic or undesirable effects. 
However, 2 cases of reversible leukopenia 
and granulocytopenia, apparently due to 
Chloromycetin, have been reported’, and 
in 3 reported cases''*’ a severe granulopenia 
and a granulocytic hypoplasia with both 
erythroid and granulocytic maturation ar- 
rest in the bone marrow followed Chloro- 
mycetin therapy. 

One drawback which Chloromycetin seems 
to have in common with some of the other 
antibiotics, and particularly Aureomycin, is 
that it disturbs the normal intestinal flora 
at times, and permits the Monilia, over 
which it has no influence, to grow wild. The 
parenteral or oral use of the vitamin B com- 
plex should be helpful in this condition. If 
diarrhea is present, the judicious use of 
beliadonna may be advisable. 

The stomatitis, anal irritation, and vagin- 
itis which are sometimes associated with the 
use of antibiotics resemble an acute vitamin 
3 deficiency, and in fact this is probably the 
true explanation. The bacteria which ordi- 
narily aid in the synthesis of the B complex 
are destroyed by the antibiotic. In addition 
a Monilia infection is often superimposed, 
because the absence of normal intestinal 
flora and the lowered resistance of the mu- 
cosa permit this fungus to grow at will. 

I saw and helped to treat an elderly wo- 
man with typhoid fever, in whom stomatitis 
developed after a five day course of Chloro- 
mycetin. Her mouth and tongue were red, 
and Monilia was obtained on culture. After 
a few days of intensive therapy with the 
vitamin B complex, the stomatitis cleared up. 


Treatment of carriers 

There seems to be some difference of 
opinion as to the effect of Chloromycetin in 
clearing up the carrier state. Erickson” 
has reported that a cairier with a positive 
stool culture was cleared up by the use of 
Chloromycetin. In a case teated by Collins''*’ 
the stools became negative during treatment, 
but reverted to positive after treatment. 

According to Dr. Buckman'’, the treat- 
ment of carriers should consist in giving 100 
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to 150 mg. of Chloromycetin per kilogram 
of body weight daily, in four to six equally 
divided doses. He suggested giving the drug 
in several courses of ten to fourteen days 
each, separated by intervals of a week or ten 
days. 

Report of Case 


The purpose of reporting the following 
case is not only to illustrate the effective- 
ness of Chloromycetin in the treatment of 
typhoid fever, but also to call attention to 
the fact that this disease, although rare, 
must still be considered in the diagnosis of 
any unexplained fever. 


A 20 year old unmarried white woman was ad- 
mitted to Watts Hospital on December 30, 1949, 
with the chief complaint of chills, fever, and mal- 
aise for the past two days. She stated that she had 
had headache and generalized aching three weeks 
before admission, and thought she was taking 
“flu.” These symptoms disappeared, but recurred 
one week before admission. She was able to con- 
tinue working a few days longer, but was then 
forced to go to bed and call her doctor. She was 
given some penicillin, but continued to get worse. 
She was told that she had virus pneumonia and 
was given more penicillin, together with Aureo- 
mycin and a sulfonamide drug. She began to have 
chills and diarrhea, and was sent to the hospital. 
She had no cough or pain. 

The patient had had mumps, whooping cough, 
chickenpox, and “both kinds of measles” in child- 
hood. There was no history of rheumatic, scarlet 
or typhoid fever, or of diphtheria. She had had no 
operations. 

The patient worked at a beauty parlor and lived 
in town, She ate regularly at a cafe. The family 
history was negative. The mother, father, and three 
brothers were living. 

Physical examination on admission showed a well 
developed, rather obese young white woman in no 
acute distress. The temperature was 101.6 F., the 
pulse 108, blood pressure 120 systolic, 80 diastolic. 
The tonsils were enlarged and the pharynx was 
reddened. There was some impairment of resonance 
over the lower right lung; breath sounds were 
louder at the left base than at the right; some 
crackling and moist rales were heard over the left 
base and in the left axilla. The heart was apnar- 
ently normal, as were the eyes and ears, neck, abdo- 
men, breasts, extremities, and reflexes. Rectal ex- 
amination was negative. 

The tentative diagnosis was probable virus pneu- 
monitis, upper respiratory infection, diseased ton- 
sils, and obesity. 

Accessory clinical findings: On admission the 
urine showed a 3 plus reaction for albumin, many 
granular and leukocytic casts, 10-12 white blood 
cells per high power field. with clumps, and an 
occasional red blood cell. The hemoglobin was 82 
per cent, the red cell count 4,400,000, white cell 
count 4650, with a normal differential. Kahn and 
Mazzini tests were negative. Agglutination tests 
were positive in the following dilutions: Eberthella 
typhosa H—1:400, O—1:200; Salmonella paratyphi 
—1:80; S. schottmiilleri—1:80; heterophile—1:28; 
undulant fever—1:80; Weil-Felix—1:40. An agglu- 
tination test for tularemia was negative, and there 
were no cold agglutinins. The sedimentation rate 
(corrected) was 25 mm. in an hour. Blood urea, 
urea nitrogen, and sugar were normal. No malaria 
parasites were found. 


NORTH CAROLINA MEDICAL JOURNAL 


July, 1950 


A portable film of the chest made on admission 
showed “some infiltration about both hila and in 
the lower portions of the right lung. The appear- 
ance is consistent with an early atypical pneu- 
monia.” A portable film of the chest made the 
next day showed the lungs to be essentially clear. 

A urologic consultation was obtained on January 
1 (two days after admission). The consultant’s im- 
pression was: “Some inflammatory process in the 
urinary tract which may be either a pyelonephritis 
or a nephritis, probably a secondary response.” 

Course in the hospital: The patient continued to 
have chills, and her temperature varied from 98 to 
105 F., averaging about 102 F. for eight days. One 
pinkish spot was seen on the abdomen. There was 
no glandular enlargement. The abdomen was soft 
and flat, and peristalsis was normal. 


Two days after admission the patient had a hem- 
orrhage from the bowel. She became pale and weak, 
and the blood pressure fell to 66 systolic, 30 dia- 
stolic; the heart rate rose to 116. A diagnosis of 
typhoid fever was made at this time. Bleeding from 
the bowel occurred several times more during the 
next two days. The liquid diet was stopped, and 
she was given only cracked ice for three days. 
During this time her hemoglobin fell to 64 per cent, 
and the red cell count to 3,050,000. She was given 
three transfusions of whole blood and one of plasma, 
together with other fluids intravenously and by 
hypodermoclysis. 

On admission the patient was given Aureomycin 
and penicillin. The next day streptomycin was 
started. Tepid sponge baths were given for the 
fever. A medical consultant who saw the patient 
two days after admission agreed with the diagnosis 
of typhoid fever. Chloromycetin was started at this 
time, and the Aureomycin, penicillin, and strepto- 
mycin were stopped. Chloromycetin was first given 
in doses of 1250 mg. (five capsules) every three 
hours; this dose was gradually reduced until she 
was getting 500 mg. (two capsules) every three 
bours. Chloromycetin was given for two weeks 
altogether. 

Four blood cultures taken during the first three 
days of hospitalization came back positive for S. 
typhosa. A blood culture taken five days after ad- 
mission, when the patient had been taking Chloro- 
mycetin for three days, showed no growth. No ty- 
phoid organisms were cultured from the stools or 
urine on repeated examinations. 

The temperature returned to normal after five 
cays of Chloromycetin therapy, and the patient was 
discharged cured after a stay of three weeks in the 
hospital. 

She had no further trouble until March 7, when 
she came in complaining of nausea and malaise, and 
appearing slightly jaundiced. Her subsequent course 
was typical of mild homologous serum hepatitis. 
which probably resulted from the transfusions of 
plasma she received while in the hospital. She ap- 
pears at present to have made a good recovery. 

An investigation of possible sources of infection 
showed that, at the patient’s home in the country, 
she drank spring water or well water and used a 
privy. There was no history of any cases of typhoid 
at her home. At her rooming place in town she 
used town water. The master of the house had had 
typhoid twenty years ago, and one of his sons had 
had typhoid as a child. She had visited a friend 
near Hillsboro on three week-ends prior to becom- 
ing ill. She often got fruit for herself at a grocery 
store in Hillsboro. Her County Board of Health ex- 
plored all possibilities, and was unable to find a 
definite source of infection. 

The patient had had typhoid vaccine (3 doses) 
in 1946, and an intradermal “booster” dose in 1947. 
She had had no typhoid vaccine in 1948 or 1949. 
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Fig. 1. ianbiios of the patient’s temperature to Chloromycetin. 


Comment 

This patient’s fever had the gradual onset 
that is often seen in typhoid. She had ma- 
laise and headache, which are characteristic. 
There was no history of nosebleed or early 
diarrhea, though diarrhea developed later, 
and was thought to be caused by the Aureo- 
mycin. She had marked variations in tem- 
perature, and frequent chills and sweats. 
Chills usually occur at the beginning of 
typhoid; when they occur late, they are 
often due to some complication. This patient, 
incidentally, had pyelonephritis. 

The typical typhoid temperature 
gradually for several days and then levels 
off, with moderate daily remissions. It be- 
comes more remittent during the third week, 
and usually falls by lysis. A sudden fall in 
temperature between the end of the second 
week and the beginning of the fourth week 
suggests the possibility of hemorrhage. In- 
testinal perforation is the most severe com- 
plication, and usually oecurs during the 
height of the disease in the third week. This 
patient had a rather severe intestinal hem- 
orrhage and had to have three transfusions 
of blood and one of plasma. 

Another common sy mptom, which was not 
marked in this patient, is meteorism. This 
patient had a few typical rose spots, a pal- 
pable spleen, a “typhoid tongue,” and, after 
her hemorrhage, rather typical tenderness 
about the cecum. We were not sure that she 
had a dicrotic pulse, but her pulse was slow 
in relation to her temperature—a usual find- 
ing in this disease. She did not have the 
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delirium that is often present in severe 
cases. Leukopenia was present. The positive 
blood cultures and the positive agglutination 
tests, of course, confirmed the diagnosis. 
Treatment with Chloromycetin proved to be 
remarkably effective in shortening the 
course of the disease in this patient. 
Conclusion 

It would seem that we have in Chloromy- 
cetin an efficient therapeutic agent for ty- 
phoid fever. It is an effective remedy at any 
stage of the disease'*’, The organism does 
not become resistant, and the drug is just 
as effective in the treatment of a relapse 
as it was originally. It seems, however, that 
relapses may be avoided if the drug is given 
in sufficient dosage and over a long enough 
period. 

The typhoid lesions, and especially those 
found in the Peyer’s patches, do not heal 
rapidly, and for this reason hemorrhage, 
perforation, and other complications may 
occur after the patient becomes afebrile. 

Chloromycetin seems to be mainly bacteri- 
ostatic, though it probably has a mild bac- 
tericidal action as well. The drug is remark- 
ably free of toxic or allergic reactions. 
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KSOPHAGEAL RESECTION, UPPER 
THIRD, WITH END-TO-END 
ANASTOMOSIS 
A Case Report 
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DURHAM 
Since Adams and Phemister”’ reported, in 


1938, the first successful transthoracic eso- 
phagogastrostomy for carcinoma, esophageal 
lesions in increasing number have been 
treated by this technique. As the stomach 
has been mobilized to higher and higher 
levels within the chest, this means of re-es- 
tablishing alimentary continuity has come 
to be preferred in many cases to the more 
tedious techniques of dermatoplasty and in- 
testinal shunts. 

Recently, attention has focused on the eso- 
phagus itself. Experiment and clinical ob- 
servation have shown that this viscus can 
be mobilized extensively without embarrass- 
ment of blood supply, and that its inherent 
elasticity will permit reunion after sizable 
segments are resected. Swenson and Ciatwor- 
thy described partial resection and re-an- 
astomosis of the esophagus on dogs; 20 out 
of 26 survived, and no deaths occurred where 
less than 50 per cent of the esophagus was 
excised. This report included one clinical 
case in Which a successful re-anastomosis 
was done after removal of a benign stenosis. 
Gross'’’, in 1948, reported a successful suture 
of the esophagus following resection of a con- 
genital stricture in an 11 month old boy. In 
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1949, Parker and Brockington” reported 
that, of 21 dogs subjected to resection of one 
third of the thoracic esophagus with end-to- 
end suture, 14 survived, and in only one did 
a slight stricture develop. Two patients on 
whom palliative resection for carcinoma was 
done by the same technique survived long 
cnough to demonstrate the success of the an- 
astomosis; one was able to swallow for three 
months. 

The following case report confirms the ob- 
servations made above, and suggests a use 
for this procedure where lesions lie above the 
aortic arch or even within the neck. 


Report of a Case 


A Negro woman, aged 54 years, entered 
Duke Hospital on January 13, 1944, with the 
complaint of increasing difficulty in swal- 
lowing that had begun three months earlier. 
A lesion causing complete obstruction to the 
esophagus just below the sternoclavicular 
junction was demonstrated by roentgeno- 
gram (fig. 1) and esophagoscopy. Biopsy 
was negative, because narrowing was so 


1, Preoperative roentgenograms showing 
complete esophageal obstruction just below the 
sternoclavicular junction. 
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abrupt that a satisfactory specimen could 
not be taken within the area of stricture. 

The absence of pain or palpable metasta- 
sis, and the generally good physical condi- 
tion of the patient favored an operative at- 
tempt to remove the obstructing mass. 

On January 29, under endotracheal ether 
and cyclopropane anesthesia, the left side 
of the chest was entered posteriorly through 
the bed of the sixth rib. The contents of the 
left pleural cavity appeared normal. There 
were no pulmonary adhesions. Hilar and me- 
diastinal glands were palpable, but none 
were enlarged. The obstructive lesion of the 
esophagus was not at first visible or palpa- 
ble. After dividing the mediastinal pleura at 
the aortic arch, a tape could be passed around 
normal esophagus and the viscus freed up- 
ward to a hard, fusiform mass level with 
the aortic convexity. The mass was adherent 
to the aorta, trachea, and left innominate 
vein. Branches of the bronchial, esophageal, 
and intercostal arteries were divided and li- 
gated; and by blunt dissection the tumor 
was freed from the aforementioned struc- 
tures. Several branches of the vagus nerve 
were preserved. No cardiac irregularity at- 
tended the dissection. 

The tumor, which was completely circum- 
scribed, was found to extend into the supe- 
rior thoracic hiatus and to measure about 4 
em. in length. Removal at such a level could 
not be accomplished from within the chest; 
and even had the upper limit of the tumor 
been accessible, it was, at that time, consid- 
ered technically impossible to join the eso- 
phagus to an abdominal viscus. A Stamm 
gastrostomy was done and the thorax closed. 
Convalescence was uneventful. 

The obstacles were challenging. If means 
could be tound to bridge a gap approximat- 
ing 6 cm. in the upper esophagus, we could 
remove a_ grossly resectable tumor that 
would otherwise present a hopeless progno- 
sis. Why could not the esophagus be drawn 
into the neck, the tumor removed, and re- 
anastomosis performed? Not only would the 
tumor thus be positively attacked, but anat- 
omie continuity of the esophagus would be 
re-established. 

Could the esophagus be stretched suffi- 
ciently to permit this operation? Dissection 
on fresh cadavers indicated that the relaxed 
esophagus would bear stretching to one third 
again its normal length. On the assumption 
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Fig. 2. Transcervical exposure of the esopha- 
gus, with the upper limit of the tumor visible at 
the jugular notch. 


that the patient’s esophagus was 25 cm. in 
length, the extreme increment possible would 
be 8 cm. Sutures would hold without tension 
if the defect were not greater than 6 cm. 

On the basis of this information, it was 
decided to attempt removal of the tumor 
through a transcervical incision. If tension 
or poor blood supply should make anastomo- 
sis impossible, the lower stump could be 
closed and a cervical stoma made with the 
upper segment. In the meantime, a Lucite 
tube 10 cm. in length, with internal diameter 
of 1 cm., was made to be used as a prosthe- 
sis should this appear feasible as an alterna- 
tive procedure. 

A second operation was performed on Feb- 
ruary 12, 1944, a vertical incision being 
made between the bellies of the left sterno- 
cleidomastoid muscle. The inferior thyroid 
artery and vein were cut and the gland drawn 
forward. Anterior retraction of the carotid 
sheath gave ready access to the cervical eso- 
phagus, and by digital dissection it was eas- 
ily freed into the thorax (fig. 2). Induration 
and fusiform swelling were found 2 cm. be- 
low the jugular notch. Since the vessels to 
the esophagus within the thorax had been 
sectioned and the lower end of the tumor 
freed, complete mobilization was quickly at- 
tained. In order to prevent local contamina- 
tion and possible mediastinitis, the area was 
packed with gauze and the incision was 
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Fig. 3. The tumor exposed by drawing the 
upper thoracic esophagus into the neck. 


closed until an inflammatory seal had time 
to develop. Redundancy of the esophagus, 


however, made it apparent that subsequent 
anastomosis could be achieved. 
The third operation was done on Febru- 


ary 18. The wound was re-opened and the 
mediastinal gauze pack removed. The tissues 
around the esophagus were thoroughly 
sealed. 

A snare, threaded with blunt wire, was 
placed around the esophagus below the tu- 
mor. By gentle traction and with surprising 
ease the tumor was drawn above the jugular 
notch. The snare was then removed and 
clamps were applied (fig. 3). 

After isolating the field with warm Mi- 
culicz pads, stay stutures were placed in the 
esophagus above and below the lesion to pre- 
vent retraction and rotation. The esophagus 
was divided 1 cm. below and above the tumor, 
so that the total specimen removed measured 
6 cm. in length. The distal segment bled 
freely. The Lucite tube was inserted as a 
stint, and was held in place with a suture 
threaded through two perforations at its 
center. The ends of the esophagus were then 
joined with interrupted sutures of no, 70 
cotton. As the sutures were brought down, 
there was a sense of gentle tension, but no 
tearing or distortion of the tissues (fig. 4). 
Three grams of crystalline sulfanilamide 
were dusted into the wound, and the tissues 
were closed around one Penrose drain. 

Liquids in small amounts were given or- 


July, 1950 


Fig. 4. Anastomosis of the upper thoracic and 
cervical portions of the esophagus within the 
neck after removal of the tumor. The Lucite 
stint is visible in the esophagus. 


ally after a gastrostomy feeding was regur- 
gitated into the mouth on the third day. A 
barium swallow on the eighth day entered 
the stomach, although its passage was slight- 
ly delayed at the cardia by what appeared to 
be tautness of the lower esophagus (fig. 5). 
A full liquid diet could be taken by the sev- 
enteenth day, and four days later the pa- 
tient could eat a soft diet. 

The postoperative course was complicated 
by intermittent fever from the seventh to 
the thirty-third day. This fever was believed 
to be caused by a localized mediastinitis, for 
a small collection of barium could be detected 
outside the esophagus at the suture line (fig. 
5). Upon removal of the Lucite tube on the 
thirty-third day the temperature became nor- 
mal. 

Roentgen examination on March 27, thir- 
ty-eight days after the third operation (fig. 
6), was reported as follows: “There is no 
delay in the passage of barium and very 
little, if any, irregularity in the region of the 
resected carcinoma. The lumen is patent, 
and no barium is seen to leak out into the 
mediastinum as on previous examination. 
Barium enters the stomach much more rap- 
idly. ... The lower end of the esophagus is 
still stretched. We cannot be certain of any 
definite recurrence of tumor. The general 
impression is that there has been marked 
improvement and satisfactory re-establish- 
ment of lumen.” 
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Fig. 5. Roentgenograms taken eight days after 
operation, showing the Lucite tube in the eso- 
phagus. Barium passed readily into the stom- 
ach, but there appears to be some extravasa- 
tion at the site of the anastomosis at the level 
of the clavicle. 


Direct visualization showed a normal lu- 
men at the anastomosis, with complete epith- 
elialization except for one small, granulat- 
ing area situated posteriorly. 

The specimen removed at operation was 
described by the pathologist as measuring 5 
cm. in length. The tumor itself was 3.5 cm. 
long, annular, cicatrizing, and ulcerated. Mi- 
croscopically, the lesion was identified as an 
anaplastic squamous cell carcinoma which 
had destroyed the mucosa and extended into 
and through the muscular coat. (Since the 
tumor had been adherent to the aorta and 
trachea, invasion had undoubtedly extended 
to these structures.) Linear extension was 
not detected. 

The patient was discharged ferty-five days 
after the last operation. She returned three 
weeks later with partial obstruction due to 
an annular constriction at the anastomosis. 
Biopsy showed only inflammatory scar tis- 
sue. The ability to swallow was restored by 
dilatation. Within three months obstruction 
recurred, but since the patient refused fur- 
ther instrumentation we could not know 
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Fig. 6. Roentgenograms taken on the thirty- 
eighth postoperative day, six days after re- 
moval of the Lucite tube. Barium passed readily 
into the stomach, with no extravasation, irreg- 
ularity, or constriction at the site of anastomo- 
sis. 


whether it was due to recurrence of the tu- 
mor or to inflammatory scarring. She died 
at home on December 7, 1944, ten months 
after operation, her physician listing pneu- 
monia as the cause of death. Autopsy was 
not permitted. 

Comment 

In retrospect it is believed that the Lucite 
tube served no useful purpose in this case, 
and that the localized mediastinitis might 
not have occurred had the suture holding the 
tube not been placed through the line of 
anastomosis. The early development of stric- 
ture has two possible explanations: (1) re- 
currence of the tumor, since microscopic 
study of the specimen showed extension of 
malignant cells beyond the confining limit 
of the esophageal wall; (2) inflammation 
and scarring incident to localized infection 
and delayed healing at the suture line. 

Summary and Conclusions 

1. After transthoracic mobilization, a seg- 
ment of superior thoracic esophagus con- 
taining carcinoma was removed through the 
neck, and continuity was restored by end-to- 
end anastomosis. Deglutition was possible 
until recurrence of scarring closed the eso- 
phagus three months later. 

2. Even though the esophagus was ex- 
tensively mobilized and rejoined within the 
neck, the blood supply to the lower segment 
remained good. 
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3. Esophageal elasticity is ample to per- 
mit the removal of a 5 to 6 cm. segment and 
resuture without undue tension. 


4. The use of this technique appears ap- 
plicable, not only for small or early tumors 
lying high within the esophagus, but partic- 
ularly for benign strictures from whatever 
cause. It has the additional advantage of 
preserving the cardiac sphincter. 
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EXFOLIATIVE DERMATITIS DUE TO 
PHENOBARBITAL ENDING FATALLY 


DAVID E, PLUMMER, M.D. 
RoBert L, MCDONALD, M.D. 
‘and 
MARVIN W. PHILLIPS, M.D. 
THOMASVILLE 


Within recent years the use of the barbi- 
turates has reached enormous proportions. 
These drugs are among the most valuable 
sedatives available, and undesirable reactions 
to them are comparatively infrequent. The 
common reactions are well known, and in 
most instances their treatment consists 
merely in discontinuing the drug. Within re- 
cent years it has been recognized that dan- 
gerous reactions to the barbiturates may oc- 
cur in an occasional case. So far as we can 
determine, exfoliative dermatitis is the most 
severe reaction encountered with the thera- 
peutic use of the barbiturates. 

Out of 18 cases of exfoliative dermatitis 
due to barbiturates reported in the literature 
since 1936", only 4 patients have recovered. 
Phenobarbital was the principal offender in 
these 13 cases. On the basis of the clinical 
data accumulated in these 13 reported cases, 
we believe that a diagnosis of fatal exfolia- 
tive dermatitis due to phenobarbital is justi- 
fied in the case reported below, despite the 
lack of sufficient laboratory data and post- 
mortem studies. 
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Case Report 

A 59 year old white woman was admitted 
to the City Memorial Hospital in Thomas- 
ville on April 9, 1949. She was critically ill 
and complained of vomiting, a rash over her 
entire body, and fever. She stated that she 
had always enjoyed good health and had 
never taken medicine of any kind until about 
five weeks before admission to the hospital. 
At that time a sudden severe pain developed 
in the right upper quadrant, radiating pos- 
teriorly to the region of the right scapula. 
Soon after the onset of the pain she began 
to have nausea and vomiting. Her family 
physician was summoned and a diagnosis of 
gallbladder colic was made. Opiates were 
given for relief of the pain, and Transentine- 
Phenobarbital (Transentine 59 mg., pheno- 
barbital 20 mg.) and dietary measures were 
prescribed. She made a gradual recovery and 
was asymptomatic at the end of approximate- 
ly one week. 

The same medication was continued, and 
at the end of two weeks a red, itching, and 
burning rash appeared on her face and 
spread rapidly over the entire body. Twenty- 
four hours after the onset of the rash she 
began to have nausea and vomiting, but no 
pain. Her temperature varied between 103 
and 104 F. She was seen by her family phy- 
sician, who ordered her to discontinue the 
use of phenobarbital. She was given Bena- 
dry] (50 mg. every four hours) and a lotion 
for the skin, and was told to force fluids. 
Her condition became progressively worse 
until her admission to the hospital. 


Physical examination 

Physical examination on admission re- 
vealed a critically ill, moderately obese 
white woman who was extremely restless. 
The temperature was 104 F., the pulse 120, 
blood pressure 118 systolic, 70 diastolic. The 
entire body showed a generalized erythema 
with marked thickening of the skin and 
scaling which was most pronounced around 
the mouth, nose, and ears. There were num- 
erous fissures of the mouth. The conjunc- 
tivae were swollen and injected. The mouth 
and tongue were extremely dry and dirty. 
There was no enlargement of the lymph 
nodes, and the nasopharynx was essentially 
normal. The lungs were clear throughout, 
and examination of the heart was negative. 
There was evidence of moderate arterioscler- 
osis, The abdomen was scaphoid and symmet- 
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rical, with no tenderness, spasm, or rigidity. 
Examination of the genitourinary organs re- 
vealed nothing of significance. Pelvic and 
rectal examinations, as well as a neurologic 
examination, were negative. 


Accessory findings 

A blood count made on admission showed 
3,580,000 red blood cells, a hemoglobin of 
73 per cent, a color index of 1.02, and 10,200 
white blood cells, with 37 per cent lympho- 
cytes, 4 per cent monocytes, and 59 per cent 
polymorphonuclears. Repeated blood counts 
made during her stay in the hospital showed 
no significant change. The urine had a spe- 
cific gravity of 1.019 and an acid reaction; 
it contained albumin (2 plus), 50 white 
blood cells per high power field, and an oc- 
casional hyaline cast. Repeated urinalyses 
revealed no significant change. Blood culture 
was negative. The nonprotein nitrogen was 
30 mg. per 100 cc. on admission, and one 
week later had increased to 50 mg. The ic- 
terus index on admission was 12 units. The 
urine was not tested for arsenic or barbi- 
turates. 


Course in the hospital 

During her two weeks in the hospital, the 
patient’s temperature rarely dropped below 
101 F. The exfoliation became much worse 
and involved the entire body surface, includ- 
ing the scalp, palms, and soles. Vomiting in- 
creased progressively, despite various alle- 
viative measures. At the end of the first week 
of hospitalization the patient was unable to 
retain anything by mouth. Intravenous fluids 
were administered daily, and repeated trans- 
fusions were given. Penicillin and Benadryl 
were given throughout her stay in the hos- 
pital. Various lotions and oils were applied 
to the skin without any noticeable results. 
Despite these therapeutic measures, the pa- 
tient died on April 22, 1949. 


Comment 

Clinically, it is impossible to differentiate 
exfoliative dermatitis due to barbiturates 
from that due to the arsenical compounds. 
Barefoot and Callaway") have pointed out 
that conjunctivitis is rare in the latter type 
of exfoliative dermatitis, but is frequently 
present in the former. Conjunctivitis was 
present in our case. 

Laboratory methods are not sufficiently 
reliable to establish a diagnosis of barbit- 
urate poisoning without question. The find- 
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ing of therapeutic levels of barbiturates in 
the urine would be of some value, but would 
not produce conclusive evidence. The period 
of ingestion of the barbiturate and the size 
of the dose seem to have no relation to the 
onset or severity of the clinical manifesta- 
tions. 

From our experience with this case and 
from a study of the literature, it seems that 
the best means of establishing a diagnosis 
in the average case is an adequate history. 
In view of the widespread use of barbitur- 
ates, it would appear that the condition must 
certainly occur more frequently than is rec- 
ognized. 

From the data available on exfoliative der- 
matitis due to barbiturates, there seems to 
be no indication for limiting the use of these 
drugs. It should be kept in mind, however, 
that such a reaction may occur. When pa- 
tients who are receiving barbiturates com- 
plain of various skin manifestations, they 
should receive more than casual attention. 


Summary and Conclusions 


1. A case of fatal exfoliative dermatitis 
believed to be due to phenobarbital is re- 
ported. 

2. Exfoliative dermatitis due to barbitur- 
ates is an uncommon but usually fatal reac- 
tion. 

3. The presence of conjunctivitis associ- 
ated with exfoliative dermatitis may suggest 
a barbiturate drug as the causative agent. 

4. The most important aid in the diagnosis 
of exfoliative dermatitis due to barbiturates 
is a careful history. 

5. All patients receiving barbituric acid 
derivatives who complain of skin symptoms 
should be observed very closely. 
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THOMAS FANNING WOOD 


Thomas Fanning Wood was born in Wil- 
mington, North Carolina, on February 23, 
1841. Following the failure of the whale 
fisheries in Nantucket, Massachusetts, his 
New England parents had moved to the 
South and established their home in North 
Carolina. Thomas grew to be an ambitious 
young man, and, following his years in high 
school, he apprenticed himself to various 
physicians in Wilmington in order to learn 
medicine. In his spare time he worked in a 
drug store. 

At the beginning of the Civil War he vol- 
unteered as a private in the Eighteenth Regi- 
ment of the North Carolina infantry, and 
served at Fort Fisher, North Carolina, and 
Coosawatchie, South Carolina. After the 
Seven Days Battles around Richmond in 
1862, he was transferred to the North Caro- 
lina Hospital in that city and was detailed 
by the Secretary of War to attend lectures 
at the Medical College of Virginia, then in 
session. Wood proved a brilliant student, and 
in February, 1863, prior to graduation, he 
was called before the Army Medical Board 
and was made an assistant surgeon with the 
rank of captain. Thus began his distin- 
guished army medical career. After assign- 
ment to the Third Regiment, North Carolina 
infantry, Jackson’s corps, he served at the 
Battles of Chancellorsville, Winchester and 
Gettysburg. He was continuously with the 
same regiment during Grant’s campaign in 
the Wilderness, and with General Early’s 
army in the campaign from Lynchburg to 
Washington. His regiment was later trans- 
ferred to the army around Petersburg in 
1864-1865; and Wood was with Lee’s army 
at the surrender on April 9, 1865. 

On his return to Wilmington following 
cessation of hostilities, Wood found a terrible 
epidemic of smallpox. Organizing a hospital 
for the care of the sick, he treated over 1300 
cases of the disease. It was during these 
postwar years that Dr. Wood made his great- 
est contributions to North Carolina medi- 
cine, in the field of public health . 
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Acting on a petition from the North Caro- 
lina Medical Society, written by Dr. Thomas 
Fanning Wood and his associates, the North 
Carolina State Legislature in 1877 passed the 
first law creating a State Board of Health. 
It was a small beginning. The State Medical 
Society was invested with the powers of a 
board of health, and an annual appropriation 
of $100 was made. At the first meeting of 
the State Medical Society following adjourn- 
ment of the legislature, Dr. Satchwell of 
Rocky Point was appointed president of the 
new Board of Health, and Dr. Wood was 
named secretary. 

There had been a few permanent local 
health boards in America between 1790 and 
1830, chiefly in port towns, for the purpose 
of administering quarantines. During those 
years deaths were recorded by the sextons. 
After 1830, cities and towns began to rely on 
doctors for birth and death statistics, and by 
1860 the majority of American towns had 
health boards. It was not until ten years 
later, however, that salaried medical officers 
were employed’, Progress in public health 
legislation was delayed by the Civil War, and 
although Lemuel Shattuck’s report to the 
State of Massachusetts recommended a state 
board as early as 1850, this did not become 
an actuality until some years later. 

There were many signs of retrogression 
in preventive medicine through all sections 
of the country, even after the war’s termina- 
tion. In the South the systematic medical 
service for the poor was abandoned. Ar- 
rangements for free vaccination in Missis- 
sippi were abolished, and South Carolina 
gave up the registration of vital statistics". 
Southern physicians had an almost insur- 
mountable task in dealing with the rapidly 
rising death rate among Negroes herded 
into towns, poverty stricken and suffering 
from tuberculosis and syphilis, and with the 
poor health of the white population after 
four years of war. The efforts of some con- 
scientious workers began to show results, 
and four years after the surrender Massa- 
chusetts took the lead in creating the first 
state board of health. In the next decade 
eighteen other states emulated this example. 

The pioneers in these efforts were to a 
large extent army physicians who carried 
their military interests in preventive medi- 
cine into civilian life. Dr. Richard Shryock, 
in his study of the origins of the public 
health movement, pointed out that army and 
navy medical service have always afforded 
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training in preventive medicine. 

“It is natural therefore, that these services have 
contributed much to the development of preventive 
medicine in the United States, as well as in other 
nations, It is highly probable that the various young 
physicians who enlisted in the Civil War, and even 
afterwards, manifested an active interest in public 
health, achieved that interest in the service. There 
were many such, e.g., Dr. S. W. Abbott of Massa- 
chusetts, a pioneer American demographer; Dr. T. 
F. Wood, the founder of the North Carolina State 
Board of Health; and perhaps most notable of all, 
Dr. John S. Billings, whose career as a sanitarian 
and librarian is well known.’’!) 

In his first report on the progress of the 
newly established Board of Health, to the 
North Carolina Medical Society in Goldsboro 
on May 15, 1878, Dr. Wood said: 

“I am satisfied that nothing but a sincere desire 
to make a beginning in the great work of sanitary 
reform and to put the ball in motion could have 
induced this body to have accepted such a great 
work with such trifling means.”'?) 


He never relaxed his efforts, and in 1879, 
on his recommendation, the legislature 
made improvements in the public health 
laws. Following that session, the first perm- 
anent organization of the Board was effected 
in the old “McAdoo House” in Greensboro on 
May 21, 1879, during a meeting of the State 
Medical Society. Dr. Wood was chosen sec- 
retary for a term of six years. In the follow- 


ing year the appropriation for the Public 
Health Board was increased from $100 to 
$200. In 1881 the State Medical Society 
honored Dr. Wood by electing him its presi- 


dent*; but he was becoming pessimistic 
about the future of preventive medicine in 
North Carolina. The appropriations were 
still negligible, and his attempt to have a 
comprehensive vital statistics law enacted 
met with failure. His discouragement was 
reflected in his statement that “The interest 
and objects of the board seem to be in a 
retrograde condition in North Carolina, 
while the opposite condition is true of other 
states,’’?) 

His unselfish zeal bore fruit, however, 
and in 1885 the public health laws were 
amended, making county boards more effi- 
cient, allowing a printing fund not to exceed 
$250, and increasing the general appropria- 
tion of the Board from $200 to $2000 per 
year. At last the state board was on firm 
ground, and Dr. Wood’s vision was becoming 
a reality. 

Thomas Wood received an honorary M.D. 
degree from the University of Maryland in 

* Twenty-eight years later his son, Edward Jenner Wood, 


famous for his studies of pellagra and sprue, was elected 
first vice president of the society. 
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1868, and in 1888 the University of North 
Carolina conferred on him an_ honorary 
LL.D. He was a founder of the American 
Public Health Association and was its first 
vice president. He served on the Board of 
Medical Examiners of North Carolina; and 
in 1878, with M. J. DeRosset, began the 
North Carolina Medical Journal, of which he 
was the editor-in-chief until his death. Be- 
cause of his interest in vital statistics, he 
edited a monthly periodical, the Bulletin of 
the North Carolina Board of Health. He was 
an enthusiastic botanist and an authority 
on the flora of his state. This knowledge 
made him a valuable member of the Com- 
mittee for the revision of the Pharmacopeia 
for the periods 1880-1890 and 1890-1900. In 
1887 his catalogue, written in collaboration 
with Gerald McCarthy on the botany of his 
section of the South, was published as a part 
of the Elisha Mitchell Scientific Society of 
the University of North Carolina, under the 
title of “Wilmington Flora.” At one time he 
proposed to reissue Dr. Curtis’ “Woody 
Plants of North Carolina,” adding sections 
of his own; but ill health prevented the ac- 
complishment of this project. 

Despite a serious cardiac ailment, he con- 
tinued to edit the state journal and prescribe 
for patients from his bed. Throughout his 
life he maintained an active interest in the 
affairs of his home community, and he was 
president of the Wilmington Library Asso- 
ciation when he died on August 22, 1892, at 
the age of 50. 

Dr. Richard H. Lewis, who succeeded Dr. 
Wood as secretary of the State Board of 
Health, said: “The State Board of Health 
owes its origin to the enlightened mind and 
benevolent heart of the late deeply lamented 
Dr. T. F. Wood of Wilmington.” 

It is clear that Thomas Fanning Wood, of 
the late nineteenth century, would have been 
in accord with the statement made in 1949 
by Dr. James B. Conant in his introduction 
to “Public Health in the World Today”: 


“... it is clear that if we are to attain the social 
objectives of making the new knowledge equally ef- 
fective in the lives of all the people of a nation— 
let alone of the entire world—improving our meth- 
ods of curing disease is not enough. The problem 


today is keeping well.’ 
M. B. T. 
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HEALTH INVENTORY—BY MACHINE? 

The political re-education which physi- 
cians are undergoing has taught many to 
keep an ear to the ground and to watch for 
straws in the wind. Washington newspaper 
columnists are often the first to give hints 
on the trends of thought and the long range 
plans of the bureaucrats. Unfortunately, es- 
pecially where medicine is concerned, bu- 
reaucratic thinking in terms of “the greatest 
good for the greatest number” often loses 
sight of first principles. 

The very favorable public reaction to large 
scale roentgen screening for tuberculosis has 
led people concerned with public health to 
explore the possibility of adapting the mass 
technique to other diseases. One columnist 
reports on the favorable response to a pilot 
clinic through which 400 to 500 persons a 
day already have passed. The early detection 
of incipient stages of disease is a highly 
laudable goal, but the possibility of attain- 
ing it by this technique deserves critical 
scrutiny. 
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It is well recognized that incipient tuber- 
culosis can best be diagnosed with the roent- 
genogram, By the time the disease is de- 
tectable on physical examination, it is al- 
ready in a moderately advanced stage. Such 
is not the case with the much more frequent 
diseases which are assuming increasing 
prominence as the population ages. The sep- 
arate clinics for the detection, by the sim- 
plest and quickest methods, of cancer, dia- 
betes, cardiovascular disease, and mental ill- 
ness which have been established in many 
communities are designed to see the greatest 
number of people in the shortest possible 
time. They attempt to utilize the well known 
tendency of American industry to substitute 
a machine for a man wherever possible, in 
order to achieve mass production. 

The proposal is now made to combine 
these separate clinics into one glorified 
medical production line—a ‘“multiphasic 
screening center’”— under the presumption 
that the individual physician cannot or will 
not undertake the task. The patient would 
present himself for his “periodic health 
inventory” or “complete physical check-up.” 


If the tuberculosis mass survey technique is 


followed, he might enter one end of a group 
of trailer trucks, in which technicians would 
perform a serologic test for syphilis, a roent- 
genogram of the chest, an electrocardio- 
gram, a blood sugar determination, and a 
urine examination. The blood pressure could 
be taken by a nurse. The physician would 
presumably follow the cancer screening tech- 
nique, examining the mouth, skin, nodes, 
rectum, prostate, or breast and pelvis (a 
vaginal smear done by a technician could be 
included) ; he might also listen to the heart. 
The patient, having been suitably impressed 
with this display of mechanical devices and 
laboratory tests, would then be dismissed to 
be “referred to a physician for prompt 
treatment.” 

The only catch in this scheme is that the 
most important essentials to a dependable 
evaluation of the health of the individual 
have been omitted. He has not had either a 
history or a satisfactory physical examina- 
tion. Heart disease, for instance, is detected 
earliest by the history—not by the roentgen 
shadow or electrocardiogram, which are 
altered in more advanced disease. Cancer of 
the stomach, one of the most common forms 
of malignancy, can be suspected only from 
the history, and can be detected earliest by 
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a radiologist using time-consuming fluoro- 
scopic examinations. We still do not have 
available a dependable blood test for screen- 
ing cases of cancer. 

It seems impossible to convince people that 
the individual doctor-patient relationship is 
not merely a sacred fetish handed down from 
antiquity to which all physicians bow in 
reverence, but that it is the best method de- 
veloped in 3000 years for giving good per- 
sonal] medical care. The history—when taken 
by a physician, not checked on a quiz sheet 
by the patient—is still the most important 
factor in the diagnosis of disease. Many 
studies have shown that at least 75 per cent 
of diagnoses are made correctly on the basis 
of the history. No method has been or can 
be devised which will allow any reasonable 
number of physicians to take histories on 
400 to 500 people daily. 

The public should not be deluded into be- 
lieving that examination by machine can ex- 
clude or detect all incipient disease. The 
highly specialized diagnostic detection clin- 
ics are looking for only one pathologic pro- 
cess. Regardless of how many are combined 
into a “multiphasic screening center,” the 
vital ingredient in diagnosis is the physician, 
who will collect essential data and who in 
the end must treat the patient. Even the most 
rabid proponents of such schemes recognize 
that they are “most beneficial to the public 
when they are geared to the diagnostic and 
treatment facilities of the community.” 
The family doctor is the keystone of diag- 
nosis and treatment in the community, and 
he alone has the opportunity to interpret 
the symptoms, signs, and laboratory find- 
ings in the light of the home environment of 
the patient. Let us continue to urge the pub- 
lic to seek good medical care regularly, but 
let us also emphasize that the essential fac- 
tor is the physician and not the machine. 


1. Hilleboe, H. E.: Annual Health Inventories, NTA Bull. 
(Feb.) 1950, p, 25, 


THE SENATORIAL PRIMARY 


The victory of Willis Smith in the second 
Democratic primary was an emphatic protest 
of North Carolina voters against the Truman 
administration and many of the things it 
stands for. For that reason it gave satisfac- 
tion to many who do not want our country to 
follow England into Socialism. This satisfac- 
tion, however, is tinged with regret that a 
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man who is as generally loved and respected 
as Frank Graham had to become a casualty 
in the great game of politics. No doubt many 
who voted against him did so because they 
sincerely felt that it was their most effective 
way to protest against the ruthless methods 
of the so-called “Fair Dealers’? in Washing- 
ton. Such people did not love Frank Graham 
less, but their country more. 

It is not disparaging Willis Smith, who is 
destined to make his mark in Washington, to 
say that many who voted for him knew little 
about him except that he had pledged to 
stand firm against further encroachments 
upon the rights of the people by a power-mad 
federal government. 

John Temple Graves, in his column for 
June 28, expressed the feeling of many when 
he said: 

“Some of us who cheered without reserva- 
tion the defeat of Claude Pepper have no 
cheers as Frank Graham goes down, even 
though knowing it for the best. There are 
only tears that a true-hearted gentleman and 
idealist had to be dragged into and through 
politics, and, even more, that in the sorry 
game he was forced to positions which 
seemed to hedge on ideals for which we hon- 
ored him even if we could not accept them.” 


HOSPITAL VISITORS 


The weekly broadcasts over station WPTF 
by Mr. William H. Richardson, of the State 
Board of Health, are always interesting and 
full of useful information. One of the most 
timely of these was based upon an article 
in the Health Bulletin for September, en- 
titled “Hospital Visiting Creates Serious 
Problems.” It is to be hoped that both the 
address and the article in the Bulletin re- 
ceived the widest possible publicity, for “un- 
controlled visiting has become a_ serious 
menace to the proper treatment ... of our 
patients.” 

Only one who has been a hospital patient 
can appreciate the harm that can be done by 
injudicious visiting. It might almost be said 
that the most important rule for visiting the 
sick is the famous advice given by Punch to 
those about to marry: “Don’t!” For those 
who must visit hospitals regularly, however, 
the advice given in the Bulletin is excellent. 
Such an article does far more to help sick 
people than most attempts to contribute to 
the medical education of the public. 


| 


¥i NORTH CAROLINA MEDICAL JOURNAL 


MEDICAL WOMEN OF 
NORTH CAROLINA 


Beginning with the issue for October, 
1949, the Medical Woman’s Journal has been 
publishing, in a section entitled “History of 
Women in Medicine,” a series of sketches 
devoted to medical women of North Carolina. 
The editor is Dr. Irma Henderson-Smathers 
of Asheville, who in her own right deserves 
a place of honor among the medical women 
of the state. 

Thus far, twenty-seven sketches have ap- 
peared, This series very appropriately began 
with Dr. Elizabeth Blackwell, the first wo- 
man doctor in the United States. Dr. Black- 
well started her medical studies in Asheville, 
under the guidance of two brothers, Dr. John 
Dickson and Dr. S. H. Dickson. Dr. John 
Dickson had been educated both in medicine 
and in the ministry. He was pastor of the 
Asheville Presbyterian Church from 1843 to 
1845, but before that he had opened and di- 
rected a school in which Miss Blackweli 
taught music and French. Dr. John Dickson’s 
brother, Dr. S. H. Dickson of Charleston, 
spent his summers in Asheville, and appar- 
ently both brothers helped her “read medi- 
cine” preparatory to entering the Medical 
College of Geneva, New York, on November 
8, 1847. 

The first woman doctor admitted to mem- 
bership in the State Medical Society—Dr. 
Susan Dimock of Washington, North Caro- 
lina—never practiced in the state. She was 
graduated from the University of Zurich, 
Switzerland, and was made a member of the 
Medical Society of the State of North Caro- 
lina in 1872, while she was still abroad. She 
then became resident physician at the New 
England Hospital in Boston, where she or- 
ganized the first school of nursing in the 
United States. A ship in which she sailed for 
England in 1875 was wrecked, and she was 
drowned when only 28 years old. In admit- 
ting Dr. Dimock to membership, North Car- 
olina became one of the first four states to 
recognize women doctors. Massachusetts led 
by admitting a woman in 1869; Kansas, Iowa 
and North Carolina each admitted one in 
1872. 
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The first woman doctor who actually prac- 
ticed in North Carolina was Dr. Annie 
Lowrie Alexander. She was born in Mecklen- 
burg County and graduated at the head of 
her class from the Woman’s Medical College 
of Pennsylvania in 1884. In 1885 she made 
the highest average before the State Board. 
She practiced in Charlotte until her death 
in 1929, and was highly respected for her 
ability and personality. 

Dr. Clara Ernull Jones, the wife of a doc- 
tor and the mother of two doctors, began the 
study of medicine in 1890, when she was 43 
years old. After she had practiced a short 
time in Goldsboro with her husband and old- 
est son, she was made resident physician in 
charge of the women’s wards in the State 
Hospital for the Negro Insane in Goldsboro. 
She held this post for twenty-six years, until 
she retired at the age of 75. One of the build- 
ings in the institution was named in her 
honor. 

Another prominent medical woman of 
North Carolina was Dr. Anna M. Gove, who, 
as physician to the Woman’s College of the 
University of North Carolina from 1893 to 
1937, was known and loved by hundreds of 
college students. 

One of the most brilliant members of a 
brilliant family was Dr. Delia Dixon Carroll, 
who was physician to Meredith College from 
its opening in 1899 until her death in 1934. 
She also did private practice and had a de- 
voted following. 

Other North Carolina medical women of 
note include Dr. Catherine Hayden, super- 
intendent of St. Agnes Hospital in Raleigh 
from 1904 to 1915; Dr. May S. Miles, who is 
physician to the Greensboro Y.W.C.A. and to 
the girl students of Guilford College; Dr. 
Alice Johnson of Aberdeen, who was profes- 
sor of psychiatry at the Woman’s Medical 
College of Pennsylvania from 1923 to 1938; 
Dr. Mary Lapham, a pioneer in the use of 
artificial pneumothorax in tuberculosis; and 
Dr. Mary Martin Sloop, who with her hus- 
band, Dr. Eustace H. Sloop, has been instru- 
mental in building and maintaining a school 
at Crossnore which has enabled hundreds of 
boys and girls to obtain an education. The 
Woman’s College in 1943 conferred upon her 
the honorary degree of Doctor of Laws. 

Dr. Henderson-Smathers is to be com- 
mended for the excellent work she has done 
in preparing these sketches of North Caro- 
lina’s medical women. 
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Clinicopathologic Conference 


Bowman Gray School of Medicine of 
Wake Forest College 


A 31 year old white man was admitted tc 
the North Carolina Baptist Hospital on Jan- 
uary 19, 1950, stating that his urine had 
been scanty and dark for thirty-six hours. 

On the day preceding admission he had 
noted the sudden onset of oliguria associated 
with lethargy, nausea, diarrhea (five very 
dark brown, watery stools), anorexia, vom- 
iting (twice), and a very dark brown color 
to his urine. He had taken no medicine re- 
cently, except some pills three weeks prior 
to admission for vague low back pain. A 
week later he had had an upper respiratory 
infection lasting seven to eight days. Three 
days prior to admission he noticed puffiness 
about his eyes. He had had no known expo- 
sure to toxic substances and no recent trans- 
fusions. There had been no chills, fever, or 
pain. He denied any melena, weight loss, ab- 
dominal pain, or alcoholism, but stated that 
he had noted a gradual increase in the size 
of his abdomen over a three year period. 

During World War II the patient had 
served in New Guinea and in the Philip- 
pines, and had been given suppressive doses 
of Atabrine. In the spring of 1946, following 
his discharge from service and the cessation 
of Atabrine, he began to have recurrent 
bouts of fever, chilly sensations, and dis- 
comfort in the left upper quadrant. These 
occurred about every six months and lasted 
several days. The patient was treated with 
various anti-malarial drugs, although para- 
sites were never demonstrated on repeated 
examinations. The last episode—in June, 
1949—was associated with jaundice for the 
first time. He entered a Veterans Adminis- 
tration Hospital, where jaundice, splenome- 
galy and impaired liver function were noted, 
and a diagnosis of chronic infectious hepa- 
titis was made. 

On admission there, his white cell count 
was 2100, with 5 per cent eosinophils; the 
sedimentation rate was 26. Serologic tests 
for syphilis were negative. There was _ in- 
creased urine urobilinogen (no bile). Total 
serum proteins were 7.5 Gm. per 100 cc.— 
3.3 Gm. of albumin and 4.2 of globulin. The 
serum bilirubin was 6.2 mg. per 100 cc., and 
a cephalin flocculation test gave a 2 plus re- 
action. Febrile agglutination tests, a comple- 
ment fixation test for amebiasis, and a bone 
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marrow examination were negative. A chest 
film showed slight elevation and flattening 
of the right diaphragm. Abdominal roentgen 
studies and intravenous pyelograms were 
negative. At the time of discharge the patient 
was improved. 

Physical examination: On admission here, 
the temperature was 99 F., the pulse 90, 
respiration 18, blood pressure 114 systolic, 
64 diastolic. The patient was pale but 
oriented and only slightly uncomfortable. No 
jaundice, petechiae, or glandular enlarge- 
ment was noted. There was minimal edema 
of the soft tissues of the orbit, but no other 
edema. The heart and lungs were normal. A 
firm, smooth, rounded, non-tender mass was 
felt in the left upper quadrant; it extended 
6 to 8 cm. below the left costal margin, which 
did not move with respiration. The liver was 
felt 1 to 2 em. below the right costal margin, 
and was firm, smooth, and non-tender. There 
was no tenderness in the costovertebral 
angles, and neurologic examination was not 
remarkable. 

Accessory clinical findings: The hemo- 
globin was 11.5 Gm., red cell count 4,700,000, 
white cell count 4,450, with 62 per cent seg- 
mented polymorphonuclears, 28 per cent 
nonsegmented polymorphonuclears, 1 per 
cent eosinophils, 5 per cent lymphocytes, and 
4 per cent monocytes. Toxic granulation of 
the polymorphonuclear cells noted. 
Urinalysis revealed a specific gravity of 
1.048, a 4 plus reaction for albumin, and in- 
numerable white cells, red cells, and granu- 
lar casts. The nonprotein nitrogen was 51 
mg. per 100 cc., fasting blood sugar 100 
mg., total serum protein 6.5 Gm., with 3.5 
Gm. of albumin and 3.0 Gm. of globulin. The 
carbon dioxide combining power of the blood 
was 41 vol. per cent, calcium 9.8 mg. per 100 
ec., phosphorus 5.1 mg., bilirubin 2.0 mg., 
chlorides 552 mg. Two stool examinations 
revealed no blood, ova or parasites, and on 
culture no pathogens were seen. Serum cho- 
lesterol was 247 mg. per 100 cc., alkaline 
phosphatase 1 unit. The heterophile agglu- 
tination test was postive in a dilution of 
1:28; cold agglutinins were present in a 1:40 
dilution. 

Electrocardiograms on three occasions 
showed no evidence of myocardial disease. 

Course in the hospital: The patient was 
placed on a “rice diet,” and fluids were lim- 
ited to 1000 cc. daily. During the first few 
days he did not appear to be in any great 
distress, and remained afebrile. The urinary 
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output varied between 200 and 800 cc. for 
several days, then gradually increased dur- 
ing his hospital stay. Urinalysis on almost all 
occasions revealed albumin (3-4 plus), 
many red blood cells, and occasional granu- 
lar casts. Cultures subsequently showed coli- 
form bacilli, and the patient was given strep- 
tomycin. 

On the fourth day fluoroscopic examina- 
tion revealed a pleural effusion on the right. 
On thoracentesis 80 cc. of straw-colored 
fluid was obtained, with a specific gravity 
of 1.008 and 8 to 10 red blood cells per cubic 
millimeter. Culture was negative, and no 
acid-fast bacilli were found. The pathology 
department found no abnormal cells in the 
fluid. 

The serum chlorides remained above 80 
milli-equivalents per liter with the adminis- 
tration of normal and hypertonic saline. The 
carbon dioxide combining power dropped on 
several occasions to around 40 volumes per 
cent, and the patient was given sixth molar 
lactate. The nonprotein nitrogen rose grad- 
ually, reaching 203 mg. per 100 cc. by the 
twelfth day, and remaining above 200 dur- 
ing his stay. The blood pressure was low 
initially, but during the latter half of his 
hospital stay it ranged between 150 and 180 
systolic, 70 and 90 diastolic. The eyegrounds 
were unchanged. 

Culture of the bone marrow revealed two 
colonies of a gram-negative, non-lactose fer- 
menter (alcaligenes),. Three blood cultures 
were negative and a culture from the throat 
contained predominantly alpha streptococci 
and staphylococci. Darkfield examination of 
the urine and blood revealed no leptospirae. 

Seven days after admission, fluoroscopic 
examination showed increased pleural ef- 
fusion, and 1400 ce. of fluid was obtained by 
thoracentesis; culture of this was sterile. 
Because subphrenic abscess was suspected, 
surgical consultation was obtained. On the 
fifteenth hospital day, an exploratory oper- 
ation was done on the abdomen and right 
subphrenic space. Ascites was noted, and 
the liver was found to be nodular. On that 
day, the patient had a chill and his tempera- 
ture rose to 102.8 F. Chloromycetin and 
penicillin were begun, and methionine, liver 
extract, choline and hypertonic glucose solu- 
tion were added to the treatment. Oxygen 
was administered, and a high calorie, high 
protein formula was given by stomach tube. 

His hemoglobin dropped to 8 Gm. during 
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the first postoperative week, and he was 
given two transfusions of packed red blood 
cells. He became graduaily worse, and began 
to vomit bright red blood. Ascites re-ap- 
peared, and 1400 cc. of sanguineous fluid 
was removed by paracentesis. During the 
final week there was no appreciable change 
in the total serum protein or albumin-glob- 
ulin ratio. The leukocyte count rose, and 
ranged between 14,000 and 25,700; the total 
lymphocyte count was never greater than 2 
per cent. The prothrombin time remained 
slightly elevated, but never exceeded 18.4 
seconds, against a control of 12.8 seconds. 
The serum bilirubin did not exceed 3.3 mg. 
per 100 ce. 


One week after operation the patient com- 
plained of pain in the chest and dyspnea, 
which was relieved by oyxgen. The urinary 
output during the last three days dropped 
appreciably. The day before death, the temp- 
erature rose to 102 F., and vomiting sub- 
sided. The following day, the patient com- 
plained of severe abdominal pain not re- 
lieved by Demerol and codeine. He was given 
150 mg. of Etamon intravenously over a fif- 
teen minute period; his pain was relieved 
promptly, but the blood pressure fell to 85 
systolic, 60 diastolic. The blood pressure 
failed to rise during the next hour, and a 
transfusion was started. The pulse became 
accelerated and heart sounds were barely 
audible. Respirations ceased and the heart 
stopped beating, despite intravenous Adren- 
alin, on the twenty-seventh hospital day. 


Clinical Discussion 


Dr. DAVID CAYER: I believe that the em- 
phasis can be placed more properly in this 
case if the past history is given before the 
present illness. In summary, the patient was 
a 31 year old white man who served in New 
Guinea and the Philippines for a period of 
approximately four years, and apparently 
was in good health. Shortly after his dis- 
charge from the service, he discontinued his 
atabrine and began to have attacks of fever, 
chilly sensations, and discomfort in the left 
upper quadrant. These recurred approxi- 
mately every six months, lasted several days, 
and apparently subsided following anti- 
malarial therapy, even though parasites were 
not found. This history is not uncommon in 
service men who have returned from mala- 
rial areas, and is entirely compatible with 
the clinical diagnosis of recurring malaria. 


He noted some increase in the size of his 
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abdomen over a three year period. In the 
absence of more specific information, I 
would be inclined to attribute this to grad- 
ul enlargement of the spleen. In July of 1949 
he became jaundiced for the first time, and 
was hospitalized at a VA hospital. Here he 
was found to have jaundice, splenomegaly, 
impairment of liver function, and leuko- 
penia; a diagnosis of chronic infectious hepa- 
titis was made. Roentgen examination of the 
gastro-intestinal tract and gallbladder, and 
intravenous pyelograms were negative. Since 
we have no history of urinary complaints at 
that time, it is difficult to understand why 
an intravenous pyelogram was done, unless 
there was some question as to whether the 
mass in the left upper quadrant might have 
been kidney rather than spleen. In any event, 
the patient was discharged as improved. 
Improvement might have been due to the 
four month period of hospitalization and bed 
rest alone. 

For three months following discharge he 
remained well enough to work and was rela- 
tively asymptomatic until his admission to 
this hospital. This was occasioned by an 
acute illness which followed an upper respir- 
atory infection and was characterized by 
periorbital edema, oliguria, nausea, vomit- 
ing, and dark urine. The striking absence of 
fever, chills, pain, or weight loss throughout 
the remainder of his hospital stay is of ex- 
treme importance in the differential diag- 
nosis. 

The pertinent laboratory data revealed a 
mild anemia, an initial leukopenia (although 
the white cell count rose terminally to 25,700, 
with a lymphopenia), and the persistent 
presence in the urine of large quantities of 
albumin, white cells, red cells, and granular 
casts. The patient’s course was marked by 
recurring acidosis, the development of as- 
cites, a pleural effusion, progressive reten- 
tion of urinary nitrogen, and failure to re- 
spond to antibiotics. Exploration of the right 
sub-diaphragmatic space revealed a nodular 
liver. 

The possibility of tumor is suggested by 
the gross appearance of the liver, the pres- 
ence of ascites and pleural effusion, the neg- 
ative blood cultures, the absence of fever, 
and the failure to respond to antibiotics. 
Against such a diagnosis, however, is the 
absence of a primary tumor site. Thorough 
roentgen examinations made within the past 
three months had revealed no abnormality 
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in the gastrointestinal tract or gallbladder. 
The enlargement of the left kidney noted on 
the roentgenogram of the abdomen was sym- 
metrical, and therefore not suggestive of 
tumor. If the pulmonary findings were due 
to a primary renal tumor, we would also 
expect to find nodular densities in the lungs, 
and pain. Such a diagnosis would not account 
for the splenomegaly previously noted; fur- 
thermore, progressive and rapid renal fail- 
ure is usually not associated with tumors 
of the kidney. 

The presence of both chronic and acute 
infectious processes is suggested by the 
splenomegaly, the initial leukopenia, the pa- 
tient’s age, the absence of abnormal cells and 
blood in the fluid removed from the abdomen 
and thorax, the history of an upper respira- 
tory infection preceding the final episode, 
and the negative roentgen survey prior to 
his admission. 

If the physical findings and laboratory 
data obtained from the VA hospital can be 
relied upon, we are safe in assuming that 
the patient had liver disease, since hepato- 
megaly, splenomegaly, leukopenia, jaundice, 
impairment of the liver function tests, and 
spider angiomas were noted. The problem 
presented is chiefly that of correlating this 
diagnosis with the final picture of diffuse, 
severe, parenchymatous renal disease. 

There are many conditions which will pro- 
duce degeneration of the renal epithelium 
as well as liver disease. We surmise from the 
history that the patient had malaria. This 
could account for the enlarged liver and 
spleen and the leukopenia, but the absence 
of fever would be difficult to explain. Black- 
water fever, which is a rare and serious com- 
plication of malaria and may occur after 
multiple attacks of malaria, is also associated 
with chills, fever, and evidence of hemolysis, 
which this patient did not have. 

Weil’s disease, or infection due to Lepto- 
spira icterohaemorrhagice, usually has an 
abrupt onset characterized by chills, fever, 
nausea, vomiting, pain, purpura, and jaun- 
dice. Often a history of exposure to rats or 
fleas can be obtained. The complete lack of 
systemic reaction and’ the unsuccessful at- 
tempt to demonstrate the spirochete in the 
urine and blood of this patient would be 
against such a diagnosis. 

If we are correct in assuming that this 
patient had been ill for three or four years, 
the possibility of amyloid disease must be 
considered, particularly in view of the en- 


= 
| 
4 | 


362 NORTH CAROLINA 
largement of the spleen and left kidney, and 
the marked albuminuria. Classically, amy- 
loidosis follows chronic debilitating febrile 
diseases such as tuberculosis and osteomye- 
litis, although it may be primary. In the 
latter form, it is apt to involve unusual sites 
such as the tongue or striated muscle, but it 
has been found even in association with 
malignancies. Patients with amyloid disease, 
however, usually have polyuria, and renal 
insufficiency is rare. When oliguria does oc- 
cur, the urine is of low specific gravity, 
whereas the specific gravity of this patient's 
urine was persistently high. 

There is an unusual complication of he- 
patie necrosis and hepatitis which has been 
given many names, such as “cholemic”’ ne- 
phrosis or “hepatonephritis.” This disorder 
usually occurs in patients who have previ- 
ously been asymptomatic; it comes on sud- 
denly, and is frequently associated with en- 
largement of the liver and spleen and the 
rapid onset of oliguria, albuminuria, and 
nitrogen retention. Such patients at post- 
mortem examination are found to have 
marked degeneration and necrosis of the 
tubular epithelium, which is thought to be 
due to a toxin elaborated in the diseased 
liver. 

The presence of red cells in the urine of 
the patient under discussion, the rapid fall 
in hemoglobin, and the high specific gravity 
of the urine are more suggestive that the 
renal involvement was predominantly glom- 
erular. All of the urinary findings can be 
adequately explained by the diagnosis of 
acute glomerulonephritis, since we have a 
history of an upper respiratory infection, 
followed, after a latent period, by periorbital 
edema, dark urine, nausea, vomiting, oli- 
guria, albuminuria, and cylindruria. This 
diagnosis might also account for the enlarge- 
ment of the kidney seen on the roentgeno- 
gram. Often such patients remain afebrile. 
The absence of eyeground changes or a pre- 
vious history of urinary disease, and the 
negative pyelograms are against the possi- 
bility of chronic nephritis or polycystic kid- 
ney disease. It would seem, then, that the 
findings in this case are best explained by 
multiple diganoses. 


Dr. Cayer’s Diagnoses 


1. Postnecrotie cirrhosis. 
2. Acute glomerulonephritis. 
Anatomic Discussion 
Dr. THOMAS N. LIDE: At autopsy the body 
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was well developed and well nourished. 
Icterus was marked. A healing operative 
wound 13 cm. in length was found in the 
right flank, and two healing suprapubic 
wounds, each closed by a single black silk 
suture, represented the sites of paracenteses. 
Ecchymosis surrounded these wounds and 
extended downward over the symphysis to 
involve the scrotum and shaft of the penis. 
There was moderate sacral and ankle edema. 

Nineteen hundred cubic centimeters of 
cloudy fluid having a foul odor was found in 
the peritoneal cavity. A moderate fibrinous 
exudate was present over the surface of the 
bowel and was particularly marked in the 
lower half of the abdomen; it was associated 
with hyperemia, mainly around the cecum, 
and involving the omentum and mesentery. 
The colon was dilated and filled with gas. 

The right pleural cavity contained 1400 
ce. of straw-colored fluid, and the left 200 ce. 
There was about 150 cc. of similar fluid in 
the pericardial cavity. A few sub-epicardial 
hemorrhages were found in the right auricle 
and left ventricle, and petechiae wére seen 
on the mitral and tricuspid valves. The heart 
showed no changes, and was not enlarged. 
The trachea and major bronchi were hyper- 
emic and edematous. The right and left lower 
lobes were partly collapsed and dark red in 
color. The lungs otherwise showed no gross 
change. Petechiae found near the cardia 
were the only changes noted in the esopha- 
gus; these petechiae were also present in the 
gastric mucosa. 

The liver weighed 1560 Gm., and was 
grossly nodular and irregularly scarred. 
Several large yellowish nodules replaced the 
left lobe, which was connected to the right 
by a flattened belt of collapsed hepatic 
stroma. The nodules varied from 1 to 4 em. 
in diameter, the majority being approximate- 
ly 2 em. in diameter. They were present 
throughout the entire extent of the liver and 
were separated by dense, firm, fibrous tis- 
sue in which blood vessels of medium size 
could be seen. There was no evidence of 
extrahepatic biliary obstruction, though the 
gallbladder was distended with dark green 
bile. No changes were found in the bile 
ducts. The pancreas weighed 155 Gm., and 
was more friable and edematous than usual. 
The spleen was tremendously enlarged, 
weighing 865 Gm. It was firm, with a 
mottled, grayish-red surface, and relatively 
little bulging above the cut surface. 

The kidneys were much enlarged, weigh- 
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ing together 710 Gm., as compared to a nor- 
mal of approximately 300 Gm. They were 
about equal in size, and were pale and more 
or less mottled; numerous tiny petechiae 
were evident when the capsule was stripped 
away. There was some bulging above the cut 
surface of the capsule and an undue promi- 
nence of the cortical markings. In general 
the cut surface of the kidneys appeared 
somewhat glassy and opaque. The pelves and 
calices were thin, without grossly evident 
lesions. No changes were found in either 
ureter or in the bladder. The prostate was 
small. The testes weighed 35 Gm. together, 
as compared to a normal of 40 to 50 Gm. 

The microscopic changes centered about 
the liver and kidneys. The mass of nodules 
in the liver were found to represent regen- 
erating liver tissue. The arrangement in the 
individual lobules was irregular, and central 
veins were lacking in the majority of the 
lobules. No fatty infiltration or degeneration 
was evident. Several small foci of coagula- 
tive necrosis were seen in the left lobe, where 
the most marked change was found. These 
probably resulted, not from hepatitis, but 
from embarrassment of the hepatic circula- 
tion due to distortion of the vessels by the 
large nodules. There was a marked inflam- 
matory reaction throughout the portal 
spaces, with compression between the lob- 
ules. Proliferation of small bile ducts was 
moderate, but no bile thrombi were found in 
any of these small ducts. 

The spleen was to a great extent replaced 
by fibrous tissue, which was more marked 
along the sinusoids, but was present through- 
out the pulp, forming a prominent reticular 
network in the sections stained by Masson’s 
trichrome method. Lymphoid replacement 
was prominent; and no proliferation of the 
reticulo-endothelial cells was found. We were 
unable to find actual platelet phagocytosis 
to account for the patient’s hemorrhagic 
tendency, which was most likely secondary 
to prothrombin deficiency. 

There was marked interstitial pancreatitis 
with edema, but no changes were noted in 
the pancreatic glandular structures. The 
periadrenal adipose tissue was the site of a 
similar chronic inflammatory reaction, con- 
sisting mainly of lymphocytes and mononu- 
clear phagocytes without polymorphonuclear 
cells. The surface of the bowel, mainly the 
colon, was covered by fibrinous exudate with 
inflammatory cells similar to those described 
in the periadrenal tissues. The testes showed 
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without 


in activity, 


a marked reduction 
spermatogenesis. 

In the kidneys a most interesting lesion 
was found, consisting mainly of endothelial 
proliferation of the glomerular tufts, which 
were practically bloodless throughout both 
kidneys. Numerous tubules were filled with 
fresh blood and with albuminous material, 
but we were not able to demonstrate the 
actual site of the bleeding, though it was 
probably the glomeruli. It is of much in- 
terest that the tubules showed no cloudy 
swelling or degeneration, and that they did 
not contain bile casts or other evidences of 
nephrosis such as one often finds in associa- 
tion with severe hepatitis. The lesions were 
those described by Bell and called by him 
acute proliferative glomerulonephritis. They 
represented the type of lesion found occa- 
sionally in association with streptococcic 
infections, or with other acute or chronic 
infectious diseases. 

In considering this patient’s course, we 
believe that his hepatitis began prior to the 
acute episode ten months before death, and 
probably was responsible for the episodes of 
chills, fever, and malaise which he had had 
from time to time during a four year period. 
Jaundice appeared only after the develop- 
ment of extensive cellular injury ten months 
before his death. Lucke''" has reported cases 
of hepatitis with survival periods of approxi- 
mately two years, and Kunkel and Labby""” 
have reported one case in which the patient 
was still living after six years, though with 
symptoms of severe portal obstruction. It has 
been stated by Kunkel and Labby'"'”, and by 
others, that once hepatic insufficiency with 
portal obstruction begins in  post-necrotic 
cirrhosis, the course is usually progressive 
without remission. Post-necrotic cirrhosis 
differs in this respect from portal cirrhosis, 
with its therapeutic remissions. 

The changes in the liver of this patient 
were typical of those occurring after severe 
hepatitis, with large irregular nodules and 
deep scars. The liver is apparently not af- 
fected equally throughout its entire extent 
by the injurious agent, but is damaged more 
or less segmentally. The deep scars probably 
do not represent true fibrous tissue prolif- 
eration, but rather a collapse of the stroma 
following complete necrosis and autolysis of 
the parenchymal cells. The hepatic tissue 
present in this patient’s liver at the time of 
death was almost entirely new tissue follow- 
ing regeneration from partly destroyed 
lobules. 
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The ascites is usually considered to be 
indicative of portal obstruction, as is the 
fibrosis of the spleen. The peritonitis present 
at autopsy may well have resulted from the 
paracentesis, although in other cases of he- 
patitis peritonitis has developed without 
drainage of abdominal fluid. The lesions 
found in the cecum, consisting mainly of se- 
vere edema with inflammatory changes and 
hyperemia, are common in cases of portal 
obstruction. 

It is generally considered that ascites oc- 
curs secondary to portal obstruction, partic- 
ularly if there is also a reduction in the se- 
rum protein. Recent experiments at the 
Mayo Clinic’) have indicated that the out- 
pouring of lymph is the major source of the 
ascitic fluid in dogs with portal obstruction. 
When a cellophane band was placed around 
the portal vein, a slowly developing obstruc- 
tion occurred, but ascites did not develop 
unless plasma proteins were also reduced by 
plasmapheresis. When the cellophane band 
was placed around the inferior vena cava in 
the thorax, a slowly developing occlusion, 
with massive ascites, occurred in a period of 
about three weeks. Concomitantly the plasma 
proteins fell. It was demonstrated in these 
dogs that, with the first evidence of hepato- 
venous congestion, hepatic lymph flow in- 
creased and reached a figure, in cannulated 
animals, of approximately twenty times the 
normal. The ascitic fluid in these animals 
was high in protein content, and corres- 
ponded more closely with that found in the 
hepatic lymph from the same dogs, and with 
the ascitic fluid of patients with hepatic 
portal obstruction, than it did with the thin 
fluid, low in protein content, found after 
ligation of the portal vein itself. 

I do not betieve that the lesions in the kid- 
neys can be attributed to the cirrhosis, inas- 
much as these lesions differ from those often 
found in severe hepatic insufficiency. The 
history of a moderately severe upper respir- 
atory infection occurring about two weeks 
before the development of oliguria suggests 
the enset of an acute nephritis independent 
of the hepatitis. 

Atrophy of the testes was another inter- 
esting feature of this case. It has been de- 
scribed previously in cases of hepatitis by 
numerous investigators’, who generally at- 
tribute this change, as well as gynecomastia, 
to the inability of the liver to inactivate 
estrogens. This patient had no gynecomastia, 
but his testes were atrophic and inactive. 
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This case represents another of the vari- 
ous types of morphologic change occurring in 
the liver following hepatitis. This irregular, 
scarred, nodular liver is apparently the most 
common type of terminal lesion in chronic 
hepatitis, but there can occasionally occur 
cases which resemble, morphologically at 
least, Laennec’s cirrhosis. A case of the latter 
type was discussed at this conference last 
August, 

Anatomic Diagnoses 
History of infectious hepatitis (by 
clinical findings) 
Post-necrotic cirrhosis of the liver with 
portal obstruction 
Intense icterus 
Ascites, with a history of multiple 
paracenteses 
Generalized peritonitis 
Pericardial and bilateral pleural ef- 
fusions 
Acute diffuse proliferative glomerulo- 
nephritis 
Chronic interstitial pancreatitis 
Atrophy of the testicular tubules. 
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Doctor, when you peruse the advertising pages 
in our journal, remember this: all ads are carefully 
screened—the items, services, and messages pre- 
sented are committee-accepted. Our standards are 
of the highest. The advertisers like our journal— 
that’s why they selected it for use in their promo- 
tional program. They seek your patronage and your 
response encourages continued use of our publica- 
tion. In turn, the advertisers’ patronage helps us 
to produce a journal that is second to none in our 
state. When you send inquiries, tell them that you 
read their advertisement in the North Carolina Medi- 
cal Journal. 


There are two aspects to the educational problem 
(in tuberculosis). First, the getting of knowledge, 
which is not, after all, a very difficult thing to do 
. .. We perhaps are sometimes embarrassed by the 
knowledge we have. The knowledge which we have 
of tuberculosis is really enormous , . . The second 
aspect is the difficult problem: making this knowl- 
edge effective . There are three to educate, the 
public, the profession, and the — —William 
Osler, M.D., Nat. Tubere. A. Tr., 
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Committees and Organizations 


RURAL HEALTH COMMITTEE* 


PROGRESS IN THE RURAL HEALTH 
PROGRAM OF THE MEDICAL SOCIETY 
OF THE STATE OF NORTH CAROLINA 


The North Carolina Rural Health Council 
Program was started in 1947, under the spon- 
sorship of the Rural Health Committee of 
the State Medical Society. Much difficulty 
was encountered by the Rural Health Com- 
mittee in deciding on a method of approach 
in developing such a broad program. It was 
the aim of the committee in the beginning 
to follow pretty closely the plan advocated 
by the American Medical Association for or- 
ganizing Rural Health Councils. This plan 
is to organize first a State Health Council, 
composed of representatives from all the or- 
ganizations in the state which are interested 
in health matters. Among these are the farm 
organizations, civic clubs, parent-teacher 
associations, home demonstration groups, 


and many others, including of course the 


State Medical Society, State Health Depart- 
ment, and other allied organizations. 

Since the North Carolina Good Health 
Association was still active following the 
completion of the Medical Care Program, 
this organization was asked to be one of the 
co-sponsors of the rural health program. 
The Association agreed to this proposal, and 
rendered valuable aid during the first year 
of the program. It was through the action 
of the joint committee that funds were se- 
cured from the General Education Founda- 
tion with which to finance the first year of 
the program. Since the funds to carry on the 
work of the Good Health Association were 
inadequate during 1949, and since the Gen- 
eral Education Foundation failed to provide 
funds for the second year, the State Medical 
Society decided to finance the program, and 
to continue actively to develop it. 

In 1949 a State Health Council was set up, 
and on June 14 and 15, 1950, a third State 

*Members of the Rural Health Committee are J. Street 
Brewer, M.D., Chairman, Roseboro; Reece Berryihll, M.D., 
Chapel Hill; Charles I. Harris, Jr.. M.D., Williamston; W. P. 
Richardson, M.D., Chapel Hill; George Bond, M.D., Bat Cave; 
H. B. Perry, Jr., M.D., Boone; Fred C. Hubbard, M.D., North 
Wilkesboro; Miss Charlotte Rickman, M.S.P.H., Health Educa 
tor, Consultant to the Committee; Mr. James T. Barnes, Execu- 


tive Secretary, Medical Society of the State of North Carolina, 
ex officio member. 
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Rural Health Conference was held jointly 
with the first annual State Health Council 
Conference in Raleigh. This conference was 
well attended, and an extremely interesting 
and helpful program was presented. It is felt 
by the Committee on Rural Health that the 
new State Health Council will be of tremend- 
ous help in coordinating the programs of the 
different health organizations in the state. 
The cooperation of the State Health Council 
will be needed in the continued program of 
the Rural Health Committee in organizing 
rural health councils. It is expected that 
through this cooperation the rural health 
program will receive great impetus. 

Before initiating the program for the or- 
ganization of rural health councils in the 
different counties of the state, the Rural 
Health Committee decided that two condi- 
tions needed to be met. First, it would be 
necessary to obtain the service of a field 
worker who had been trained in health and 
organizational work. Second, it would be nec- 
essary to organize councils in two or three 
counties in the east, and the same number 
in the west to get experience and, if possible, 
form patterns for the organization of subse- 
quent councils. The committee was very for- 
tunate in obtaining Miss Charlotte Rickman, 
a health educator who was at that time em- 
ployed by the Illinois State Medical Society 
as consultant and director in the organiza- 
tion of rural health councils. 

The method used for organizing rural 
health councils in the different counties was 
as follows: The chairman or some member of 
the Rural Health Committee met with the 
local county medical society, with represen- 
tatives from the county health department, 
and with the health educator where one was 
available, to talk over the plan of organiza- 
tion, the possible programs, and the feasi- 
bility of organizing a council in the county. 
If the decision was in the affirmative, Miss 
Rickman went into the county. Meeting 
with members of the different organizations 
of the county and representatives from the 
different communities, she discussed possible 
programs that might be of benefit, drew up 
a list of guiding principles, and arranged 
programs for meeting the needs of the dif- 
ferent communities. The idea was to work 
with the local citizens—not to plan for them 
—and to stimulate interest and thought on 
health matters at the grass roots. 

The response in each county has been re- 
markable, and the cooperation of the differ- 
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ent health agencies in the program has been 
stimulating. Of course the ground for such 
a program had already been pretty well pre- 
pared by the State Board of Health through 
its county health units. It was felt, however, 
that programs handed down from a national 
and state level are not enough, because in 
many instances people seem to resent such 
an approach, and cannot see how they apply 
to their individual counties. They seem to 
need the motivation furnished by individual 
community thought and planning and co- 
operation in order to recapture the tradi- 
tional democratic spirit in solving their own 
problems. 

The committee, of course, recognizes the 
fact that social and economic conditions in 
most rural communities have a direct bear- 
ing on medical service. Poor roads, poor 
schools, isolated churches, and other related 
conditions are responsible for the fact that 
rural communities have lagged far behind 
the average urban area in medical and hos- 
pital service. 

The first rural health council was organ- 
ized in Alexander County in October, 1948. 
Representatives from local organizations 
and communities got together, listed their 
major county health problems, adopted a set 
of guiding principles, arranged their pro- 
grams, and went to work. The first project 
was the completion of the hospital program 
in Alexander County. In this, the council 
rendered valuable assistance. Such programs 
as “Health Career” days in the schools, Blue 
Cross Insurance campaigns, health centers, 
and the organization of a school health com- 
mittee were set in motion. The need for co- 
operation among all individuals and organi- 
zations interested in health matters was rec- 
ognized early. The cooperation of the doctors 
and the Health Department in all the pro- 
grams was complete. 

The second health council was organized 
in Watauga County in 1949, Chairmen from 
thirty-six Watauga County communities 
were appointed, and met to discuss their 
problems. The local medical fraternity, 
Health Department, and health educator ren- 
dered valuable assistance in organizing the 
council. The cooperation of the Farm Bureau 
Was secured, and it assisted in the promo- 
tion of numerous mass meetings throughout 
the county. Physicians, home agents, health 
educators, Farm Bureau officers, and others 
attended these meetings, and discussed with 
the members of the local communities such 
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important matters as swamp clearance, gar- 
bage disposal, stream pollution, health clin- 
ics, unsanitary water supplies, and nutrition. 
As a result of the survey made by the indi- 
vidual communities a brochure was _ pre- 
pared, listing their resources and problems. 
The information contained in this brochure 
pointed indisputably to the need for a “grass 
roots’ approach to the health problems of 
the county. 

Caldwell County became interested in a 
health council plan in 1949, and asked Miss 
Rickman to help them. They decided on a 
broader program, and a much slower ap- 
proach to the organization of their health 
council. After three large mass meetings, to 
which representatives of various organiza- 
tions were invited, they decided to organize 
a Community Council which would not only 
help to solve their health problems, but 
would answer the need for coordinated ac- 
tion in all the phases of community life. A 
steering committee, along with representa- 
tives of the Medical Society and health edu- 
cators, decided on an educational plan which 
they felt would be the best and most demo- 
cratic approach to their health problems. It 
was through recommendations of the steer- 
ing committee, the County Board of Health, 
and the County Commissioners, that they 
were able to employ a full-time health edu- 
ecator to supervise the health program in 
Caldwell County. 

We have now moved into the eastern part 
of the state, and Miss Rickman, with the 
help of the local physicians and health de- 
partments, is busy organizing councils in 
Wayne and Halifax Counties. The response 
and cooperation of the medical fraternities 
and of the health departments have been 
great. Other counties are interested, and we 
feel that the movement to organize rural 
health councils is gaining momentum. 

The Medical Society of the State of North 
Carolina has dedicated itself to the proposi- 
tion that to rural North Carolina shall come 
better and more adequate medical care. The 
Rural Health Committee feels that better 
health is everybody’s business, and that the 
medical profession has no monopoly on it. 
The profession does not wish to project it- 
self into the rural health program too far, 
nor to try to run the show. The rural health 
program is a sincere and honest effort on the 
part of the medical profession to stimulate 
and to help direct the thinking of the rural 
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people into channels which will make it pos- 
sible for them to solve the many problems 
relative to improved health conditions in 
their own tradition and democratic way. 
Thus far, results of our efforts have been 
very gratifying, and the prospects of a 
worthwhile movement are bright. 


BULLETIN BOARD 


NEW HANOVER COUNTY MEDICAL SYMPOSIUM 

The fourth annual medical symposium sponsored 
by the New Hanover County Medical Society will 
be held on August 25 at the Lumina Pavilion, 
Wrightsville Beach. The program will start at 10 
a. m. The speakers and their subjects are as 
follows: 

Dr. Samuel Marshall, Lahey Clinic, Boston— 
“Diagnosis and Treatment of Tumors of the Neck.” 

Dr. T. Grier Miller, University of Pennsylvania 
Hospital, Philadelphia, Pa.—‘Disturbances of the 
Digestive Tract from the Viewpoint of the General 
Practitioner.” 

Dr. Emil Novak, Baltimore, Md.—‘‘Indications 
and Limitations of Endocrine Therapy in Gynecol- 
ogy. ” 

Dr. Chevalier L. Jackson, Philadelphia, Pa.—‘Re- 
cent Advances in Laryngology and Broncho-Oeso- 

Dr. Arnold Bargen, Mayo Clinic, Rochester, Minn. 
—“‘Present Day Management of Some Forms of 
Ulcerative Colitis.” 

All doctors are invited to attend and bring 
their wives. The local medical auxiliary is plan- 
ning a noon-day “Dutch” luncheon for the women, 
and at 6:30 p. m. the ladies are invited to accom- 
pany their husbands to the cocktail hour, followed 
by a barbecue dinner given by the New Hanover 
County Medical Society. Reservations should be 
made at once. The following hotels and cottages 
have agreed to give preference to members attend- 
ing the meeting: 

Ocean Terrace Hotel, Kitty Hotel, Landis Cot- 
tage, Hanover Cottage, Ocean Inn. 


NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


Dr. Herman F. Easom, medical director of the 
Eastern North Carolina Sanatorium at Wilson, was 
elected president of the North Carolina Tubercu- 
losis Association at the annual meeting held in 
Durham May 22 and 23. Dr. M. D. Bonner of 
Jamestown, Dr. R. B. C. Franklin of Mt. Airy, and 
Dr. A. L. Ormond of Hickory are members of the 
executive committee. 

Dr. M. D. Bonner, superintendent and medical 
diréctor of the Guilford County Tuberculosis Sana- 
torium, was elected president of the North Carolina 
Trudeau Society at its annual meeting in Durham 
on May 22. Other officers elected were Dr, C. G. 
Milham of Hamlet, vice president, and Dr. Hege 
Kapp of Forsyth County, secretary-treasurer. 

The group voted to amend the constitution of the 
society to make eligible for membership any phy- 


sician practicing in North Carolina who is interest-~ 


ed in chest diseases. 


* 
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Miss Anne Mann, field secreiary of the North 
Carolina Tuberculosis Association for the past four 
years, will leave to become associate in seal sale 
with the National Tuberculosis Association on 
August 1. 

ae 

Among those re-elected to the board of directors 
of the North Carolina Tuberculosis Association in 
May were Dr. M. D. Bonner of Jamestown, Dr. N. 
Thomas Ennett of Beaufort, Dr. R. B. C. Franklin 
of Mount Airy, Dr. J. H. MeNeill of North Wilkes- 
boro, Dr. Paul Ringer of Asheville, and Dr. Hillis 
L. Seay of Huntersville. 

New directors-at-large include Dr. S. B. Me- 
Pheeters of Goldsboro, Dr. Lynwood Williams of 
Kinston, Dr. W. A. Anthony of Gastonia, Dr. G. G. 
Dixon of Ayden, and Dr. G. G. Oleen of Monroe. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Forty-one M.D. degrees and two M.S. degrees 
were awarded by the Bowman Gray School of Med- 
icine in commencement exercises held at Wake 
Forest on June 5. The Weinstein Award of $50 was 
made to Dr. Charlotte Rita Kay of Charlotte. The 
prize is given each year by Dr. Weinstein of New 
Orleans, Louisiana, for the best paper by a senior 
student on a subject connected with obstetrics and 
gynecology. Dr. William Thaddeus Bethea, Jr., of 
Dillon, S. C., received the Shepardon Award of $25. 
The award, given by Mrs. David Cayer in honor of 
her father, is based on scholarship, responsibility, 
consideration of patients, and promise of continuing 
in its highest ideals the practice and art of medi- 
cine. 

* * 

A grant of $3,000 has been made by the Ciba 
Pharmaceutical Company to Dr. J. Maxwell Little, 
professor ef pharmacology, for study on the re- 
sults of various drugs. Dr. Little will collaborate 
with Dr. James F. Donnelly and Dr. Richard L. 
Burt of the department of obstetrics and gyne- 
cology in studies on the effect of vasodilator drugs 
on toxemias of pregnancy. 


Dr. Weston M. Kelsey has been promoted from 
the position of assistant professor of pediatrics to 
that of associate professor. Other recent appoint- 
ments include the following: Dr. Robert L. Tuttle 
and Dr. William R. Vance, instructors in micro- 
biology and immunology; Dr, John B. Reinhart, in- 
structor in pediatrics; Lucius A. Moore, Jr., assist- 
ant in preventive medicine; Miss Lucille Kessler, 
assistant in clinical psyc hology; Miss Mary C. Sum- 
ner, associate in psychiatric social work; A. Hooker 
Goodwin, director of audio-visual aids; Dr. Edward 
B. Truitt, Jr., instructor in pharmacology; Dr. Jer- 
ry Aikawa, instructor in internal medicine; Dr. 
Henry L. Valk, instructor in internal medicine; Dr. 
C. Glenn Sawyer, instructor in internal medicine 
and associate in physiology; and Miss Marietta 
Crowder, assistant in biochemistry. 

New assistants in clinical medicine are Dr, Ken- 
neth Cheek of High Point, Drs. Marvin E. McRae 
and Taylor Brooks of Greensboro, Dr. Benjamin 
Vatz, and Drs. A. J, Crutchfield and Hege Kapp 
of Winston-Salem. 


Dr. Robert B. Lawson, professor of pediatrics, 


” 


will speak on the subject of “Coxsackie Virus” at 
one of the sessions of the International Congress 
on Pediatrics, meeting in Zurich, Switzerland, July 
24 to 28, 


| 
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NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Dr. John T. Cuttino, associate in pathology, has 
been appointed acting dean of the School of Medi- 
cine of the Medical College of the State of South 
Carolina in Charleston. 

The 37 year old Duke pathologist, who will also 
hold the position of associate professor of pathol- 
ogy, assumed his duties on July 1. 


NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


During the first quarter of 1950, 247 North 
Carolinians died as the result of automobile acci- 
dents. Deaths from accidents other than those asso- 
ciated with motor vehicles during the first quarter 
of 1950 totalled 291. 

The State Board of Health is creating a unit 
designed to make a study of preventable accidents, 
with a view to doing what it can to help educate 
the people against those practices which result in 
the needless crippling and death of others. 


STATE BOARD OF MEDICAL EXAMINERS 


The North Carolina State Board of Medical Ex- 
aminers will meet at the Sir Walter Hotel in Ral- 
eigh on Monday, September 25, for the purpose of 
interviewing applicants for licensure by comity. 


AMERICAN COLLEGE OF SURGEONS 


Color television of surgical procedures from Mas- 
sachusetts General Hospital to an auditorium in 
Mechanics Hall is one of the features planned for 
the thirty-sixth Clinical Congress of the American 
College of Surgeons, which will be held in Boston 
from October 23 to 27. Twenty-four hospitals in 
Boston and vicinity will hold operative clinics for 
the visiting surgeons during the week. Official 
meetings, scientific sessions, medical motion pic- 
tures, a large technical exhibit, and the twenty- 
ninth annual Hospital Standardization Conference 
are among the other features of the extensive pro- 
gram, which is expected to attract around five thou- 
sand surgeons and hospital representatives from the 
United States, Canada, and other countries. Hotel 
headquarters will be at The Statler and Copley 
Plaza. 


INTERNATIONAL COLLEGE OF SURGEONS 


The International College of Surgeons, United 
States Chapter, will hold its fifteenth Annual As- 
sembly and Convocation in Cleveland, Ohio, Octo- 
her 31, November 1, 2, 3, 1950. 

All doctors of medicine interested in surgery and 
its advancement are invited to attend, and can ob- 
tain a program upon request to Arnold S, Jackson, 
M.D., Secretary, Jackson Clinic, Madison 4, Wis- 
consin, For hotel reservations, write the Commit- 
tee on Hotels, International College of Surgeons, 
Tg Chapter, 511 Terminal Bldg., Cleveland 13, 
Ohio. 


MEDICO-MILITARY SYMPOSIUM, FOURTH 
NAVAL DISTRICT 

To keep military Reserve Medical Officers of the 
armed forces—Army, Navy and Air Force—posted 
on the latest developments in the field of medical 
science, a Medico-Military Symposium for officers 
of the Fourth Naval District will be held at the 
U. S. Naval Hospital in Philadelphia from October 
23 to 28. 

All members of the medical profession are cor- 
dially invited to attend. 
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THE NATIONAL SOCIETY FOR CRIPPLED 
CHILDREN AND ADULTS 


The Annual Convention of the National Society 
for Crippled Children and Adults will be held Oc- 
tober 26, 27 and 28 at the Stevens Hotel in Chi- 
cago, 


MISSISSIPPI VALLEY MEDICAL SOCIETY AND 
AMERICAN MEDICAL WRITERS’ ASSOCIATION 


The fifteenth annual meeting of the Mississippi 
Valley Medical Society will be held at the Elks 
Club in Springfield, Illinois, September 27, 28, and 
29. More than thirty clinical teachers from the 
leading medical schools will conduct this great post- 
graduate assembly, whose entire program is plan- 
ned to appeal to general practitioners. NO REGIS- 
TRATION FEE. will be and every ethical 
physician is cordially invited to attend. 

The American Medical Writers’ Association will 
hold its annual meeting at the Elks Club on Sep- 
tember 27. Programs of both meetings may be ob- 
tained from Harold Swanberg, M.D., Secretary, 
M.V.M. Society and A.M.W. Association, 209-224 
W.C.U. Bldg., Quiney, Ill. 


COMMISSION ON CHRONIC ILLNESS 

The Commission on Chronic Illness is the first 
national agency to be charged with the responsi- 
bility for studying the integration of programs of 
the many health and social agencies working in 
this field. The various forms of chronic illness in 
this first unified approach include heart disease, 
cancer, tuberculosis, hardening of the arteries, ap- 
oplexy, diabetes, arthritis and rheumatism, various 
types of paralysis, as well as chronic disabilities 
resulting from disease or accident. 

These conditions have common problems and re- 
quire integrated programs in addition to the sin- 
gle disease approach with which the public is famil- 
iar, This requires coordinated community action. 

Dr. Morton L. Levin is Director of the Com- 
mission, which is an organization of thirty persons 
prominent in medicine, industry, education, govern- 
ment, and business. Founded by the American Med- 
ical Association, American Public Health Associa- 
tion, American Public Welfare Association and 
American Hospital Association, it is also supported 
financially by the American Medical Association, 
American Cancer Society, American Heart Asso- 
ciation, the National Society for Crippled Children 
and Adults and the New York Foundation. 

Its technical staff, with national headquarters at 
535 N. Dearborn in Chicago, will study the need 
for and stimulate or perform further administra- 
tive research in the field of chronic illness and 
plan a national campaign to acquaint the public 
with the positive aspects of chronic illness. Finally 
as a result of information gathered, there should 
result a set of programs for continued, concerted 
action by local, state and national agencies. 


BLUE CROSS COMMISSION 

Nearly a hundred million dollars, representing 
more than 88 per cent of income, was paid to hos- 
pitals by the voluntary, non-profit Blue Cross 
Plans for care of members during the first quar- 
ter of 1950. 

From a total income of $109,801,301, the 90 Blue 
Cross Plans of the United States and Canada paid 
$96,989,972 for members’ care and used only $9,- 
184,564 (8.37 per cent) for operating expenses. 

There are more than 38,000,000 persons enrolled 
in the Blue Cross Plans in the United States and 
Canada, representing more than 24 per cent of the 
United States population and 21 per cent of the 
Canadian people. 
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AMERICAN HEART ASSOCIATION 

Acting to help meet the urgent need for qualified 
research workers who can concentrate their full 
time in the heart disease field, the American Heart 
Association is establishing Career Investigatorships 
as part of its research program, according to an 
announcement made by Dr. H. M. Marvin, presi- 
dent of the Association. 

Dr. Marvin explained that nominations for Career 
Investigators may be made by members of the Sci- 
entific Council of the American Heart Association, 
deans of medical schools, and heads of research units 
in the United States. The nominations should be 
sent to Dr. Charles A. R. Connor, the Association’s 
Medical Director. 

The Career Investigator will engage in research 
of his own choosing in the cardiovascular field. He 
may work in any institution in the United States 
which offers adequate facilities, and he will be free 
from additional administrative duties at that insti- 
tution. Not more than 15 per cent of his time is to 
be spent in teaching. Certain Career Investigators 
may have access to patients, but any income thus 
created will be considered part of the stipend pro- 
vided by the American Heart Association. 


THE MARY M. ROBERTS FELLOWSHIP 


The Board of Directors of the American Journal 
of Nursing Company announces the establishment 
of the Mary M. Roberts Fellowship, a competitive 
fellowship, the purpose of which is “to assist a 
qualified professional nurse to prepare herself in 
the technical aspects of writing about nursing and 
nursing education for professional and lay publica- 
tions.” 

The criteria for making the award will be the 
general professional qualifications of the candidate 
and her interest and facility in writing. One of the 
requirements for candidacy will be a specially pre- 
pared manuscript on some subject pertaining to 
nursing. The award will provide a sum of $2,500 to 
$4,000, the exact amount to be determined by the 
Award Committee, for one academic year of study 
in a college or university. The award will be made 
in the late summer. 

Nurses who wish to qualify for this award may 
get the necessary application blank by writing im- 
mediately to “Fellowship,” American Journal of 
Nursing, 1790 Broadway, New York 19, N. Y. 


PLASTIC SURGERY AWARD 


The Foundation of the American Society of Plas- 
tic and Reconstructive Surgery offers as its 1950 
award $500.00 (first prize of $300.00, second prize 
of $200.00) and a certificate of merit, for essays on 
some original unpublished subject in plastic sur- 
gery. 

Competition shall be limited to residents in plas- 
tie surgery of recognized hospitals and to plastic 
surgeons who have been in such specific practice 
for not more than five years. 

The first prize essay will appear on the pro- 
gram of the forthcoming annual meeting of the 
American Society of Plastic and Reconstructive 
Surgery, to be held in Mexico City, November 27- 
29, 1950, Essays must be in before August 15, 
1950. 

For full particulars write the Secretary, Dr. 
Clarence R. Straatsma, 66 East 79th Street, New 
York, N. Y. 
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CARE 

There are an estimated 300,000 cases of tuber- 
culosis in the Philippines. Yet there are only 1,500 
hospital beds for TB victims—1,000 of them at 
Quezon Institute, on the outskirts of Manila. 

Quezon Institute is doing its best to help as many 
victims as possible in the fight against the white 
plague. In addition to its 1,000 bed-ridden patients, 
the sanitarium provides clinic care for 300 ambula- 
tory cases. But lack of the most basic supplies— 
food, clothing, linens, and even up-to-date books 
en modern medicine’s methods of attacking the 
disease—combine to hinder seriously the institu- 
tion’s program. 

The supplies it needs in its fight against TB can 
be sent by Americans through CARE, 20 Broad 
St., New B ork City, or any local CARE office. Ten 
dollars will provide a CARE package of food, with 
the nourishing items so essential to tubercular care, 
or a household linen package containing the sheets, 
pillowcases, towels that are a necessary part of hos- 
pital supplies, Five-fifty will send a cotton textile 
package to provide dresses and suits for TB pa- 
tients. A contribution in any amount to the CARE- 
UNESCO Book Fund will send the latest and best 
American books on tuberculosis to bring the Insti- 
tute’s staff up-to-date on medical techniques. 


PRESENT HEALTH CONDITIONS IN ISRAEL 


The appearance of Volume 1, 1950, of The Hebrew 
Medical Journal (Harofe Haivri), inaugurates the 
twenty-third year of its publication under the edit- 
orship of Moses Einhorn, M.D 

Written in Hebrew, with English summaries, the 
journal is a contribution to improving the health of 
the new State of Israel, aiding as it does the devel- 
opment of Hebrew medical literature, and thus the 
newly established Hebrew University - Hadassah 
Medical School. 

In the current number, a symposium is presented 
on various phases of disease and health in Israel. 

For more information write to The Hebrew Med- 
ical Journal, 983 Park Avenue, New York 28, N. Y. 
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Classified Advertisements 


FOR SALE 

Well established general practice in Golds- 
boro, N. C. Grossed $21,000.00 last year. If 
obstetrics is added it will do much more. 
Equipment available at once includes a five- 
room office conveniently located down-town, 
x-ray-fluoroscope, diathermy, infra-red, ultra- 
violet, inter-com system, cordiette furniture, 
bookkeeping supplies, ete. A new 100-bed 
addition to the local hospital is now being 
built. Leaving to specialize. Write B. I. 
Tart, Jr., M.D., Goldsboro, N. C. 


LOST 
While attending State Medical Convention— 
one small sunburst pin. Center small dia- 
mond surrounded by small pearls. Finder 
please notify Mrs. Alfred A. Kent, Jr., Gran- 
ite Falls, N. C. 
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A MESSAGE FROM THE PRESIDENT 

I started my year with an overwhelming 
feeling of inadequacy; then the thought 
crept in: Of course I am inadequate, because 
I am only one. With all of you to support 
me, though, much can be done! 

It is a temptation when summer comes to 
relax and forget that we have any duties. 
That would be perfect if all opposition re- 
laxed too. All of the communications which 
come to us from the A.M.A. offices and from 
our own public relations office in Raleigh 
make us aware that we have much to do— 
not as doctors’ wives or members of the 
Auxiliary, but as citizens. 

Oliver Wendell Holmes is credited with 
saying, “The important thing is not so much 
where we stand, but in what direction are 
we moving?” There is no question about 
where we stand—but are we content just 
to stand, or are we moving in the proper 
channels? 

You are key women in your communities; 
what you do and say has a great deal of 
influence. Let us accept our places with a 
conscience that will not let us relax. 

The Medical Society is placing more re- 
sponsibility in our hands than it ever has 
before. We have already been asked to help 
secure resolutions against any form of com- 
pulsory insurance or any system of socialized 
medicine. Your local auxiliary president has 
received information regarding this. It is 
very important that we work at this assign- 
ment diligently. North Carolina is too near 
the bottom of the list of states sending in res- 
olutions. It is something which certainly wil! 
not require much effort on our part during 
these summer months, but which can show 
unbelievable results if we give it the neces- 
sary attention. I am sure the doctors can 
count on us. 

Medical Economics last year called the 
Auxiliary a “slightly erratic aid in medicine’s 
camp.” I hope that this arouses your ire as 
it did mine. On the other hand, Dr. Edward 
Bortz said of us that the Auxiliary repre- 
sents probably the most effective instrument 
the medical profession has in the field of 
public relations, but a most neglected one. 
In North Carolina we are not being neglected 
—so I am asking all of you to do what you 
can to justify the kind statements Dr. Bortz 
made of us. He is not alone in his opinion 
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of our worth. The doctors are realizing more 
and more what concrete help we can give. 
I am sure we shall fulfill their expectations. 
I hope that all of you are having pleasant 

experiences this summer; but please—not 
complete relaxation! Remember, “IT’S 
YOUR CRUSADE TOO.” Incidentally, has 
your Auxiliary studied that most worthwhile 
pamphlet? 

Mrs. HARRY JOHNSON 

Elkin 


BOOK REVIEWS 


Textbook of Endocrinology. Edited by Rob- 
ert H. Williams, M.D., Executive Officer 
and Professor of Medicine, University of 
Washington Medical School, Seattle. With 
the collaboration of Peter H. Forsham, 
Harry B. Friedgood, John Eager Howard, 
Edwin J. Kepler, William Locke, L. Harry 
Newburgh, Edward C. Reifenstein, Jr., 
William W. Scott, George Van S. Smith, 
George W. Thorn, Lawson Wilkins. 793 
pages with 168 figures. Price, $10.00. Phil- 
adelphia and London: W. B. Saunders Com- 
pany, 1950, 


The editor has chosen twelve contributors for 
this volume, All are authorities in their field, not 
only because of their clinical experience but also 
because of their intimate contact with basic and 
clinical investigations. 

Chapters are devoted to the pituitary, thyroid, 
adrenals, testes, ovaries, pancreas, and parathy- 
roids, Of unusual interest are the chapters dealing 
with the general principles of endocrinology, the 
influence of endocrines upon growth and develop- 
ment, neuroendocrine and psychodynamic aspects of 
the endocrinopathies, obesity, and diagnostic lab- 
oratory procedures. 

The main objective of the text has been well 
realized—that is, to provide a condensed discussion 
of the management of clinical endocrinopathies 
based upon the application of fundamental in- 
formation obtained from chemical and clinical in- 
vestigations. This volume can be throughly en- 
dorsed as a comprehensive survey of endocrinology. 


Methods in Medical Research. Volume 2. 
Edited by Julius H. Comroe, Jr. Price, 
$6.50. 361 pages. Chicago: The Year Book 
Publishers, Ine., 1950. 


This series of books is devoted to a description 
of techniques and methods for investigations in 
medical research. The current volume discusses 
methods of study of bacterial viruses, pulmonary 
function tests, and assay of hormonal secretions. 
Each section contains a number of short articles 
by different authors on specific points, such as 
sterilization of vials, stop cocks and tubing used 
in pulmonary function tests; bronchospirometry; 
measurement of gas volumes; and measurement’ of 
the velocity of respired gases. 

This book will be of interest to those in charge 
of clinical research programs in the larger hos- 
pitals. The techniques are often not adaptable to 
office practice or to the clinical laboratories in 
small hospitals. 
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Clinical Pathology—Application and Inter- 
pretation. By Benjamin B. Wells, M.D., Ph. 
D., Professor of Medicine, University of 
Arkansas School of Medicine, Little Rock, 
Arkansas. Price, $6.00. 397 pages. Phila- 
delphia: W. B. Saunders Company, 1950. 


This volume is an attempt to bridge the gap be- 
tween the practice of clinical pathology in the lab- 
oratory and the bedside care of patients. The 
author takes up by systems various diseases, dis- 
cussing the laboratory procedures which may be 
helpful in handling the patient. No techniques are 
given. An attempt is made to indicate when the 
test should be used and how it should be inter- 
preted. 

The terminology appiied to the nomenclature of 
bacteria is not always consistent; no single accept- 
ed system appears to have been followed. Discus- 
sions of the newer antibiotics such as Aureomycin 
and chloramphenicol are omitted. The Evans Blue 
technique for determination of blood volume is dis- 
cussed; this is certainly not a procedure for routine 
use, since the drug is still under the control of the 
Food and Drug Administration. Some simple use- 
ful procedures such as the slow relaxation and ten- 
don reflexes in myxedema, the alterations in the 
eosinophil count in Addison’s disease, and the 
simple digestion of emulsion on x-ray films as a 
test of pancreatic function are omitted. One refer- 
ence is usually given for each section at the bot- 
tom of the page. 

The author has attempted to cover a tremendous 
field in a book which seems too small to fulfill its 
purpose. 


Handbook of Medical Management. By Mil- 
ton Chatton, M.D., Instructor in Medicine, 
University of California Medical School; 
Sheldon Margen, M.D., Clinical Instructor 
in Medicine and Research Associate in 
Medicine, University of California Medical 
School; Henry D. Brainerd, M.D., Assist- 
ant Clinical Professor of Medicine and 
Pediatrics, University of California Med- 
ical School; Assistant Clinical Professor 
of Pediatrics, Stanford University School 
of Medicine. Price, $3.00. 476 pages. Palo 
Alto, California: University Medical Pub- 
lishers, 1949. 


This pocket sized book includes a_ surprising 
amount of data. The discussion is arranged in chap- 
ters, with a unique method of thumb-indexing by 
the use of black printed blocks at the edge of the 
page, The code numbers from the “Standard No- 
menclature of Disease” have been included as an 
aid in the coding of records. Diseases are discussed 
briefly from the standpoint of diagnosis. Treat- 
ment is outlined separately under such headings as 
emergency treatment, maintenance, management, 
prophylaxis. Dosages of medications are given in 
detail. Many helpful practical suggestions for the 
office management of patients in private practice 
are given; an example is the card to be carried 
by a diabetic. 

The book should be of especial interest to med- 
ical students, house officers, and young physicians 
entering general practice. 
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Current Therapy 1950 — Latest Ap- 
proved Methods of Treatment for the Prac- 
ticing Physician. Edited by Howard F. 
Conn, M.D. Consulting Editors: M. Edward 
Davis, Vincent J. Derbes, Garfield G. Dun- 
can, Hugh J. Jewett, William J. Kerr, Per- 
rin H. Long, H. Houston Merritt, Paul A. 
O’Leary, Walter L. Palmer, Hobart A. Rei- 
mann, Cyrus C. Sturgis, Robert H. Wil- 
liams, 736 pages. Price $1).00. Philadelphia 
and London: W. B. Saunders Company, 
1950. 


The second volume in this series continues the 
arrangement of the 1949 volume. An impressive 
array of contributors has been collected, each of 
whom describes in detail the method of treatment 
he uses. Where alternative or optional methods 
may be accepted, another author has described that 
treatment. As in the previous volume, discussions 
of the clinical aspects, differential diagnosis, and 
laboratory diagnostic tests are omitted. Where 
laboratory tests are specifically indicated in the 
control of therapy, they are often mentioned. Pre- 
scriptions and diet lists are often given in detail. 
No illustrations or references are included. 

A new section on diseases of the locomotor sys- 
tem has been added, and the articles on infectious 
diseases have been brought up to date. Symptom- 
atic treatment and specific therapeutic measures 
are separated, The continued use of incomplete 
sentences and telegraphic style in some sections is 
distracting. In many instances the pharmaceutical 
manufacturer distributing a given drug is mention- 
ed, though distinction is not always clearly made 
between the generic and the trade name of the 
drug. In some sections it is not clearly indicated 
when patients should be hospitalized and when 
they may safely be treated in the home. 

The book is an excellent one which should be 
very helpful to practicing physicians. The editor 
has been unduly modest in not identifying himself 
as well as his consultants and contributors have 
been identified. 


Sexual Deviations. By Louis S. London, 
M.D., and Frank S, Caprio, M.D. 702 pages. 
Price, $10.00. Washington: The Linacre 
Press, Inc., 1950. 


This book is an attempt to explain deviations 
from the usual heterosexual pattern. The authors 
discuss the deviations from a normal sexual goal 
and attempt to explain through a psychopathologic 
approach the range of abnormalities and the con- 
ditions under which they may occur. The major 
portion of the book is taken up with the presenta- 
tion of case histories illustrating the psychody- 
namics of sexual deviations in such conditions as 
homosexuality, incest, exhibitionism, sadism, and 
numerous other aberrations. The case histories 
seem to be unnecessarily detailed, but this is the 
psychoanalytic technique, 

The question of what constitutes normal psycho- 
sexual development and what constitutes a devia- 
tion is in need of much more intensive investiga- 
tion. Apparently so-called sexual deviations are 
much more widespread than is generally recog- 
nized. The unconscious forces producing such devia- 
tions should be within reach of psychiatric thera- 
peutic measures. 
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FEDERAL SECURITY AGENCY 


Announcement of Regular Corps Examination 
For Medical Officers, United States 
Public Health Service 

A competitive examination for appointment of 
Medical Officers in the Regular Corps of the 
United States Public Health Service will be held 
on October 9, 10, and 11, 1950. Examinations will 
be held at a number of points throughout the United 
States, located as centrally as possible in rela- 
tion to the homes of candidates, Applications must 
be received no later than September 11, 1950. 

The Regular Corps is a commissioned officer 
corps composed of members of various medical and 
scientific professions, appointed in appropriate cat- 
egories such as medicine, dentistry, nursing, engi- 
neering, pharmacy, ete. 

Appointments will be made in the grades of 
Assistant Surgeon (equivalent to Army rank of 
First Lieutenant) and Senior Assistant Surgeon 
(equivalent to Captain). In making assignments, 
consideration is given to the officer’s preference, 
ability, and experience; however, all commissioned 
officers are subject to change of station and assign- 
ment as necessitated by the needs of the Service. 
Appointments are permanent in nature and provide 
opportunities to qualified physicians for a_ life 
career in clinical medicine, research, and public 


health. Applicants who successfully complete this 
examination may ordinarily expect appointment as 
soon as they become eligible. 

Application forms and additional information nef 


be obtained by writing to the Surgeon Genera 
United States Public Health Service, Federal Se- 
curity Agency, Washington 25, D. C. Attention: 
Division of Commissioned Officers. 

ae * 

The opening of a new laboratory for research in- 
volving radioisotopes at the National Institutes of 
Health of the Public Health Service at Bethesda, 
Md., was announced recently by Dr. Leonard 
Scheele, Surgeon General of the Public Health 
Service, One of the few radioisotope laboratories in 
America designed solely for medical research, the 
new Isotope Laboratory represents a major addi- 
tion to already existing laboratory facilities at the 
National Institutes of Health. 

* * 

Sidney Olansky as Director 

Service’s Venereal Disease 
Research Laboratory in Chamblee, Ga., was an- 
nounced recently by Dr. Theodore J. Bauer, Chief 
of the Division of Venereal Disease. 

A specialist in dermatology and syphilology, Dr. 
Olansky has been associated with the Public Health 
Service almost continuously since 1942. He spent 
two years as a resident in dermatology and syphil- 
ology at Duke 


Appointment of Dr. 
of the Public Health 


* 

Some 100,000 sidliven in the United States 10 
years of age or less have undiscovered syphilis 
which they have had from birth, according to an 
article in the current issue of The Child, monthly 
periodical of the Children’s Bureau, Federal Secur- 
ity Agency. 

In an accompanying editorial in the same issue 
of The Child, Katherine F. Lenroot, Chief of the 
Children’s Bureau, pointed out that the rate of 
acquired syphilis in the United States has been 
cut in half during the past four years, while the 
rate of congenital syphilis has remained almost 
constant, 
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Clinical Practice in Medical Specialties 
Available in USAF Hospitals 

Civilian physicians completing formal residency 
training may obtain additional clinical practice by 
obtaining Air Force reserve commissions and active 
duty with assignment to Air Force hospitals, Ma- 
jor General Harry G. Armstrong, the Surgeon 
General, announced recently. 

Under this program civilian physicians who have 
completed formal residency training are given an 
opportunity to obtain clinical practice necessary 
to become certified in their specialties. The active 
duty tours, for one or more years, offered by the 
Air Force Medical Service make it possible for such 
physicians to complete the requirements of the 
various American medical specialty boards. 

The specialties in which openings are available 
include internal medicine, general surgery, otorhin- 
olaryngology (ear, nose and throat), obstetrics and 
gynecology, ophthalmology, anesthesiology, pedi- 
atrics, and psychiatry. 

Detailed information and application forms for 
reserve appointments and tours of active duty for 
ene or more years may be obtained upon written 
application to the Directorate of Staffing and Edu- 
cation, Office of the Surgeon General, a 
ters, U. S. Air Force, Washington 25, D ¢ 


* 


Tuberculosis Rate Among Navy Employees 
Drops 33 Per Cent in One Year 

A 33 per cent decrease in the incidence of tuber- 
culosis among Navy civilian employees has been 
reported by Rear Admiral C, A. Swanson, Sur- 
geon General of the Navy, as a result of the Navy 
Medical Department’s continuing chest x-ray pro- 
gram. 

Reports from naval activities in the United 
States and overseas show that of a total of 213,442 
civilian employees who were given x-ray examina- 
tions in 1949, four of every 1,000 employees had 
evidence of tuberculosis which required immediate 
treatment. In 1948, the incidence rate was six in 
every 1,000. 

During each of the two years, three of every 
1,000 Navy employees were found to have evidence 
of other chest diseases such as lung tumors and 
heart disease. 

Under the Navy’s tuberculosis contro] program, 
earlier and more effective treatment is provided for 
those affected than would be possible after notice- 
able symptoms had developed. Chest X-rays are 
made annually on all civilian employees, and at the 
time of their entering and leaving Naval employ- 
ment, 


Latin American surgeons and physicians will 
have an opportunity, most of them for the first 
time, to witness the latest demonstrations of sur- 
gical procedures by television during the coming 
summer months. The E, R. Squibb & Sons Inter- 
national Corporation is sponsoring a scientific pro- 
ject called ‘“*Video Medico” which it will put on in 
five of the more important countries in Latin 
America. 

Easily the most ambitious project of its kind 
ever attempted, Squibb International will work in 
conjunction with International General Electric. 

The joint team will travel by air, carefully 
timing each stop-over of about ten days to coincide 
with special meetings of local doctors. Leading 
surgeons in each country visited will perform oper- 
ations; these will be televised before large au- 
ciences by a crew of General Electric electronic 
engineers 
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Constipation 
in the Aged... 


The commonly encountered constipation of the older age group 
may result from reduced activity, lack of appetite for bulk-pro- 
ducing foods and inadequate ingestion of fluids. 

By providing hydrophilic "smoothage” and gently distending 
bulk, Metamucil encourages normal physiologic evacuation with- 
out straining or irritation. 


METAMUCIL? js the highly refined mucilloid of 


Plantago ovata (50%), a seed of the psyllium group, combined 
with dextrose (50%) as a dispersing agent. G. D. Searle & Co., 
Chicago 80, Illinois. 


RESEARCH IN THE SERVICE OF MEDICINE SEARLE 
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LIFETIME ACCIDENT INDEMNITY 
TWO YEARS SICKNESS INDEMNITY 


For Physicians And Surgeons 


Eighteen Years of Satisfactory Service to the Medical Profession 


HERE IS A POLICY WITH NO TECHNICALITIES 


Incontestable after one year, as to —_ of disability. 
No age limit, if policy is purchased before age 60. 

No house confinement required. 

Non-cancellable for period during which premium is paid. 


Loss of Time: Pays $400.00 per month 
for Total Disability due te ACCIDENT LIFE 


Loss of Time: Pays $400.00 per month 
for Total Disability due to SICKNESS up to $9600.00 


Hospital or Graduate Nurse at home, 
$200.00 per month, additionally, up to 400.00 


Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 100.00 


INDEMNITIES MAY BE PURCHASED AS ABOVE OR FOR SMALLER AMOUNTS 
WRITE 


REPRESENTING 


INTER-OCEAN INSURANCE COMPANY 


222 PIEDMONT BLDG. GREENSBORO, N. C. 


STUART CIRCLE HOSPITAL 


413-21 Stuart Circle RICHMOND, VIRGINIA 


Medicine: Surgery: 
Alexander G. Brown, Jr., M.D. Stuart N. Michaux, M.D. 
Manfred Call, III., M.D. A. Stephens Graham, M.D. 
M. Morris Pinckney, M.D. Charles R. Robins, Jr., M.D. 
Alexander G. Brown, III., M.D. Carrington Williams, M.D. 
John D, Call, M.D. Richard A. Michaux, M.D. 


Obstetrics and Gynecology: Urological Surgery: 
Wm. Durwood Suggs, M.D. Frank Pole, M.D. 


Spotswood Robins, M.D. 
Oral Surgery: 


Orthopedics: Guy R. Harrison, D.D.S. 


Beverley B. Clary, M.D. 
Pediatrics: Fred M. Hodges, M.D. 


L. O, Snead, M.D. 
Charles P. Mangum, M.D. esti Bes 
Algie S. Hurt, M.D. Hunter B. Frischkorn, Jr., M.D. 


Randal A. Boyer, M.D. 


Ophthalmology, Otolaryngology: Physiotherapy: 
W. L. Mason, M.D. Irma Livesay 


Pathology: Bacteriology: 
Regena Beck, M.D. Forrest Spindle 


Director: 
Charles C. Hough 
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CHRONIC ASTHMATIC 


@ Many chronic asthmatics have been restored to activity— 
and maintained that condition—by controlling attacks 
with NorisoprinE powder inhalation. 
Using the Aerohalor®, Abbott's powder inhaler, and a 
cartridge containing NortsoprineE Powpenr, the patient 
inhales three or four times and the bronchospasm usually 
ends quickly. This take-it-with-you therapy is effective 
against mild as well as severe forms of asthma. 
Proved by clinical investigation!,?, Norisoprine is a 
bronchodilator with relatively low toxicity. Few side-effects 
result when the drug is properly administered and these 
are usually minor. Before prescribing Nortsoprine, 
however, please write to Abbott Laboratories, 
North Chicago, Illinois, for literature. This tells how to 
establish individual dosage and precautions to be taken. 
ed Nortsoprine Sulfate powder 10% and 25% is supplied 
=~" >in multiple-dose Aerohalor* Cartridges, with rubber 
“, caps, three to an air-tight vial. The 


Aerohalor is prescribed separately. CAbbott 


*Trade Mark for Abbott Sifter Cartridge 


© ® 
1. Krasno, L.R., Grossman, M.1., and Ivy, XV YAS 
A.C. (1949), The Inhalation of 1-(3’,4’-Dt- 
hydroxy pheny!)-2-lsopropylaminoethanot 
aes  Sulkate powte ame 
man, M., and Ivy, A.C. (1948), The In- THE NAME 
halation of Norisodrine Sulfate Dust, xX 
Science, 108:476, Oct. 29. 


(Isopropylarterenol Sulfate, Abbott) 


ALWAYS READY FOR USE WHEN THE NEED ARISES 


=> 
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DISPEL 
UNWANTED 
ODORS 


PROFESSIONAL SET 


No. 18-012 Suggested for use 
in physicians, dentists and 
other professional offices. 


Contents: 


12 

OZIU refills. 
OZIUM is fost—o light touch on the lever of price: $9.00 the complete 
the di a fine vap g spray set. 
which quickly permeates every corner of the COMMERCIAL SET 


room. 1E-024 specified 
or use in hospitals, 
OZIUM is fortified with both propylene glycol schools, hotels, offices, 


and triethylene glycol, both of which have factories, public’ buildings, 
been prominently featured in public health, aw and similar prem- 
medical and other publications for their excel- 

Coane ! only Woodlet Dispenser, blue enamel finish. 24 only “pres- 
lent bectericidel qualities. sure-packed” OZIUM refills. Price: $11.00 the complete set. 
OZIUM is ient—the di is light OZIUM REFILLS — 
in weight, compact, unobtrusive ond is easy For use in either commercial or i 

Price: 

OZIUM is economical, costing less than one jo. 024 Containing 24 “pressure-packed” OZIUM refills. 
cent to treat the average small office or room. Price: $8:00 per box. 


POWERS & ANDERSON 


Norfolk, Va. Winston-Salem, N. C. 


4 


A private psychiatric sanatorium 
offering modern diagnostic and 
treatment procedures — electro- 


WESTBROOK shock, insulin, psychotherapy, oc- 
cupational and recreational ther- 

% apy — for nervous and mental 

SANATORIUM- disorders and problems of ad- 


Westbrook is located on a 125 acre 

estate of wooded land and spa- 

Paul V. Anderson, M.D. cious lawns, affording opportuni- 
apap soe! ties for outdoor recreational activ- 

Rex Blankinship, M.D. ities. Illustrated booklet on 


Medical Director 
Ernest H. Alderman, M.D. request. 


Associate 
John R. Saunders, M.D. 
Associate 


Thomas F. Coates, M.D. 
Associate Phone 5-3245 . Richmond, Virginia 


OR. J. K. HALL © 1875. 1948 
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Luzier’s Fine Cosmetics and Perfumes 


As Advertised In Publications Of The American Medical Association 
Are Distributed In North Carolina By: 


MRS, BEE DEVONDE, Divisional Distributor 
1231 Armory Drive 
Charlotte, N. C. 


Distributors 
ag MRS. WHITMAN MKS. LUCILLE BROOKSHIRE 
Box N 1716 N. Lee S Route No. 2 
Charlotte, N. C. Salisbury, N. Lenoir, N. C. 
MRS. CORAL ECKARD MRS. THELMA HAIR MRS. ANNIE LIPE 
107 West “H" St., 155 E. Poplar St. Drawer 537 
Mt. Airy, N. C. Rutherford College, N. C. 
MRS. WAVOLYN BARTLES MRS. MAE CROSBY MRS. CLYDE MORRIS 
U ills, 126 College St. 2052-144 St. 
Rock Hill, S. C. Hickory, N. C. 


Newton, N. C. 
MRS. OLETA WYLIE 
714 Milton Ave. nion 
Rock Hill, S. C. N. C. 


DOOLEY are DOOLEY, Divisional Distributors 
. O. Box No. 1744 


Phone No. 41-0706 Charlotte, N. C. 


Distributors 
MRS. EDNA P. McPHERSON MRS, LILLIAN PEARSON MRS. P. 0. SKIDMORE MKS. DORIS CATON 
1005 Waters St. Box No, 285 129 Montgomery Ave. c/o Caton'’s Auto Clinic 


Gastonia, N. C, Albemarle, N. C. Concord, N. € 
Phone No. 445 Phone No, 218 Phone No, 8722 


MRS. MYRTLE COHOON MISS MAXIE JONES MRS, FLORENCE COOK MKS, LUCILLE GIBSON 
408 —_ Street 308 Frederick Apt. 1815 Thomas Ave. Robbins, N. C, 
Shelby, N. C. Charlotte, N. C. Charlotte, N. C. Phone No, 8145 

Phone No, 46141 Phone No. 82509 


FIELDS AND FIELDS, Divisional Distributors 
1214 Brooks Avenue 
Phone No. 3-3938 Raleigh, N. C. 


Distributors 
SALLY EVERETT 
12 Northern Blvd. 


MRS. G. W. PHILLIPS 
22 Bordeaux St. 


Jacksonville, 


MRS. PATE MRS. PATS. WHELESS 


14 Neuse 


Havelock, ‘Mount, N. C, 
Phone No, 2992 W 

1 ell Ave. x 

Raleigh, N. C. Windsor, N. C. 

Phone No, 2-1105 Phone No, 204-6 
AND POWELL PEARL MAY 
207 Lionel St. 1112 vg Drive 
N. C. Durham, N. C. 
Phone No. 1749 W 


MRS. ROSA NICHOLSON MRS. ESSIE O'NEAL 
Route No. 6, Box No, 205A os 80 Kivett Prive, 
High Point, N. C. High Point, N. 


MRS, CORA KIMSEY, 
P. O. Box 


VIOLA QUINN 


21 anoca 

Biltmore, N. C. 
AURELIA JORDAN 
Andrews, N, C 


Phone No. 3-2830 


0. 


Wilmington, N. C. 
Phone No. 5461 


MRS. SALLY ADAMS MRS. MAMIE RHEA 
3 A Box No, 15 


Durham, N. C, 


Phone No, 430 


DORA B. NOELL 
2501 Englewood Ave, 


Phone No, X-42538 
MKS. MARJORIE HARRELL 
Tost Office Box tt 
Gates, North Carolina 


Phone No. X-4356 


KENNEDY AND KENNEDY, Divisional Distributors 
2603 High Point Road 
Greensboro, N. C. 


Distributors 


MRS. MARY ETTA ROUTH MISS RACHEL BARNES 


Box No, 7 
Randleman, N. C, 


Divisional Distributor 
No. 6066 


Asheville, N, C. 


Distributors 
GRACE BRIGMAN 
Swannanoa, N., C. 


HATIE 


10 East 4th Ave 
Lexington, N. 


VIOLET CORT 

389 Haw Creek Rd. 
Asheville, N. C. 
McAFEE 


Black Mountain, N. C. 


Greensboro, N. C. 
3 


MRS, ALYCE H. LORTZ, Divisional Distributor 
P. O. Box C-1 

Greensboro, N. C. 

Distributors 


MRS. MABEL KEESEE 
1206 Tucker St., Apt. 13 
Phone No, 2 
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BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. J. T. Vernon, M.D. 
~ 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRIETY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 


seasons. 
The three medical officers of the staff reside at the sanatorium and devote their full time 
to the care and service of the patients. 


You trust 
its quality 


: = | 
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The ... estrogen 
preferred by us is 


‘Premarin,’ a mixture 


of conjugated estrogens, 
the principal one 


of which is es | 
\ ! In treating the menopausal syndrome 


with “Premarin? Perloff* reports that 
estrone sulfate.” s se “Ninety-five and eight tenths per cent 
of:—patients treated with 3.75 mg. 
a ete or less daily obtained complete relief 
of symptoms”; also, “General tonic 
Hamblen, E.C.:North Caroline M.J.7:538 (Oct.) 1946, effects were noteworthy and the greatest 
percentage of patients who expressed 
clear-cut preferences for any drug 
designated ‘Premarin;” 


Thus, the sense of “well-being” 
usually imparted represents a “plus” in 
“Premarin” therapy which not only 
gratifies the patient but is conducive to 
a highly satisfactory patient-doctor 
relationship. 


Four potencies of “Premarin” 
permit flexibility of dosage: 2.5 mg., 
1.25 mg., 0.625 mg. and 0.3 mg. tablets; 
also in liquid form, 0.625 mg. in 
each 4 cc. (1 teaspoonful). 


Perloff, W. H.: Am. J. Obst. & Gynec. 58:684 (Oct.) 1949. 
4 While sodium estrone sulfate is the principal estrogen in 
“Premarin? other equine estrogens...estradiol, equilin, 
ia equilenin, hippulin...are probably also present in varying 
amounts as water-soluble conjugates, 


Estrogenic Substances (water-soluble) also known as Conjugated Estrogens (equine) 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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POINT OF VIEW! 


. . . With so much going on in the world it’s a shame to 
emulate the traditional position of the ostrich... 


. . . Busy physicians, with heavy working schedules, often 
are tempted to “get away from it all’’ by laying aside 
their professional journals and relaxing with the latest 
“who dunit’’ murder mystery . . . 


. . . Relaxation is fine, but too much is happening in the 
world of medical science and medical economics to re- 
main out of professional circulation for more than a short 
time... 


. . . The Journal gives you the latest information on scien- 
tific matters, news of the profession, and also what is 
new in drugs, medical appliances, and special services. 
Don’t overlook the educational value of the ads. You can 
trust their reliability, for only products accepted by 
A. M. A. councils are advertised . . . Most offer samples. * 
Write for them and in that way help us prove the point 
we often make, that . . . ‘’North Carolina physicians read 
their state medical journal.” 


THE NORTH CAROLINA MEDICAL JOURNAL 


*See Page XXXV for Current Advertisers. 
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BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 


FOR THE TREATMENT OF 
Nervous and Mental Disorders, Drug 
and Alcohol Addictions 


Jas. N. BRAWNER, M.D. 
Medical Director 
ALBERT F. BRAWNER, M.D. 
Dept. for Men 


Jas. N. BRAWNER, JR., M.D. 
Dept. for Women 


KEEP HANDS SURGICALLY CLEAN 
Wherever You Go! 


Gamophen Soap contains hexachlorophene 
(2%), the most effective, longest-acting skin 
antiseptic known. 


With Gamophen, the standard surgical scrub 
can be safely cut from 15 minutes to 3 minutes. 


Regular use of Gamophen—at home, in the 
office, in the hospital—establishes a protective 
antibacterial film which exerts a continuous 
action. Gamophen will not irritate the skin. 
ETHICON SUTURE LABORATORIES, INC. 


CAROLINA SURGICAL 
SUPPLY COMPANY 


RALEIGH DURHAM 
NORTH CAROLINA 


we 


THE BIRT 
5087 Huntington. Drive 


More Than 


70,000 
DOCTORS 


.. . for the removal of 
skin growths, tonsil 
tags, cysts, small tu- 
mors, superfluous hair, 
and for other technics 
by electrodesiccation, 
fulguration, bi-active 
coagulation. 


Now, completely re- 
designed the new 
HYFRECATOR 
provides more power 
and smoother control 
... affording better cos- 
metic results and great- 
er patient satisfaction. 
Doctors who have used 
this new unit say it pro- 
vides for numerous new 
technics and is easier, 
quicker to use. 


compLete 


Write“ Hyfrecator Folder” 
on your prescription blank 
or clip your letterhead to 
this advertisement. Re- 
print of Hyfrecator tech- 
nics mailed free on request. 


CHER CORPORATION 


los Angeles 32, Calif 


HYFRECATOR DEALERS 
Winchester-Ritch Surgical Co., Greensboro 
Winchester Surgical Supply Co., Charlotte 
Wachtel’s, Inc., Asheville 

Powers & Anderson, Inc., Winston-Salem 
Carolina Surgical Supply Co., Durham 
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Patronitze 


Your 


Advertisers 


ACCIDENT - HEALTH - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


COME FROM 


$5,000.00 accidental death $8.00 


$25.00 weekly indemnity, Quarttrly 


accident and sickness 
$10,000.00 accidental death $16.00 
Quarterly 


£50.00 weekly indemnity, 
accident and sickness 
$15,000.00 accidental death $24.00 
875.00 weekly indemnity, Quarttrly 
accident and sickness 
$20,000.00 accidental death $32.00 
#100.00 weekly indemnity, Quarterly 
accident and sickness 
Cost has never exceeded amounts shown, 
ALSO HOSPITAL POLICIES FOR MEMBERS, WIVES 
AND CHILDREN AT SMALL ADDITIONAL COST 


85¢ out of each $1.00 gross income used 
for members’ benefit 


$3,700,000.00 $16,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection 
of our members, 

Disability need not be incurred in line of duty— 
benefits from the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 

PHYSICIANS HEALTH ASSOCIATION 
48 years under the same management 
400 FIRST NATIONAL BANK BUILDING, OMAHA, 2, NEB. 


Dwight McGee of Lancaster, 
Ohio, wearing two Hanger Arms, can write, shave, use a 
knife and fork, drive an automobile, and says he can do 
about anything an ordinary person can do. Hanger Arms 
are custom-made to fit the wearer’s stump and his particu- 
lor daily needs, and are carefully fitted by experienced 
Hanger fitters. Arms can be furnished with cosmetic or 
mechanical hand and hook. 


HANGE 


256 Hillsboro St. 
Raleigh, N. C. 


ARTIFICIAL 
LIMBS 


735 N. Graham St. 
Charlotte, N. C. 
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Artificial Arms Return 
Wearer to Normal Life 


July, 1950 ADVERTISEMENTS 


For the Failing Heart of Middle Life 


Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 
relief is obtained, continue with smaller doses to keep 
the patient comfortable. Theocalcin strengthens heart 


Brand of theobromine-calcium salicylate, 
action, diminishes dyspnea and reduces edema. 


re 


r-Knoll Corp. Orange, N. J. 


Bilhube 


APPALACHIAN HALL Asheville, North Carolina 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an anexcelled all year round cll- 
mate for health and comfort. All natural curative agents are used, such as physiotherapy, occupational therapy, 
shock therapy, outdoor sports, horseback riding, etc. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 
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ERE’S NO REAL REASON for a girl to have 
the most beautiful dress in the world, 
Even my daughter Sally. Even if she has her 
heart set on it. 
But—I bought it. And when I paid the bill, 
I whistled! Partly with the well-known father’s 
bill-shock. Partly for happiness. Because, 
Sally was right—there never was a prettier 
dress to get married in. 


It’s times like that—when we can buy 
something really important even if it is a 
" luxury—that I feel like such a lucky guy. 


4 And times like when my wife got sick, and 
i we could give her the good care she needed to 


get well. And the swell day-in, day-out feeling 
of knowing that if an emergency comes, 
you've got the money to meet it. 


I know the luckiest day of my life was 
when I signed up to save regularly through 
the Payroll Savings Plan at the office. Pd 
tried every which way to save before, but, 
brother, this automatic way is the only way 
that works—for you—all the time! 


Buying U.S. Savings Bonds... whether 
by the Payroll Savings Plan or the Bond-A- 
Month Plan... is the safest, ‘foolproofest,” 
easiest method of saving since money was 
invented, And every $3 you invest will turn 
into $f in just 10 years, 


Aut, sawing 
US. Savings Bonds 


Contributed by this magazine in co-opera- 
tion with the Magazine Publishers of Amer- 
ica as a public service. 


rey 
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EARNING A LIVING!! 


A doctor’s greatest asset is his ability to earn a living. If he is away 
from his practice, income ceases while expenses and overhead continue. 


Your answer to that problem is your Society’s Plan of Sickness and 
Accident Insurance adopted in 1940. If not already insured under the Plan, 
write for full information today. Tomorrow could be too late. 


$5,000.00 Principal Sum — $216.66 per month if disabled 
Annual Premium - $80.00 — Semi-Annual Premium - $40.50 


J. L. CRUMPTON, State Mgr. 
Post Office Box 147 Durham, N. C. 
—Representing— 
COMMERCIAL CASUALTY INSURANCE COMPANY 
NEWARK, NEW JERSEY 


FOUNDED IN 1904 
NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—insulin, elec- 
troshock, psychotherapy, eccupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. \ 


R. Charman Carroll, M.D., Diplomate in Psychiatry 
Medical Director 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
Associate Director 
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GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, 


GREENSBORO, 


1904 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 


are to be found. C. R. Riner, M.D., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES Compliments of 


SURGERY Intensive Course in Surgical Technic, two 
weeks, starting July 24, August 21, September 25. 
Surgical Technic, Surgical Anatomy & Clinical Sur 

gery, four weeks, starting July 10, August 7, 


September 11. 9 

Personal Course in General Surgery, two weeks, start- ac te S nc 

ing September 25. 

surgery Colon & Rectum, one week, starting ] 
September 

Esophageal Surgery, one week, starting October 16. 

Breast & Thyroid Surgery, one week, starting Oct, 2. 

thoracic Surgery, one week, starting October 9. I IRGICAL 

Gallbladder Surgery, ten hours, starting October 23. 

Fractures & Traumatic Surgery, two weeks, starting 


starting September 11. 
GYNECOLOGY. Intensive Course, two weeks, starting 
September 25. 
Vaginal Approach to Pelvie Surgery, one week, start- 
ing September 1s, 
OBSTETRICS —Intensive Course, two weeks, starting 
September 11, 
MEDICINE Intensive General Course, two weeks, start 
ing October 2 
Gastro-enterology, two weeks, starting October 
Gastroseopy, two weeks, starting July 17, Sept. 25. 
DERMATOLOGY. Formal Course, two weeks, starting 
October 16, 
Informal Clinical Course every two weeks. 
UROLOGY. Intensive Course, two weeks, starting 
September 25. 
Cystoscopy, Ten Day Practical Course, every two 
weeks. 65 Haywood Street 
GENERAL, INTENSIVE AND SPECIAL COURSES IN ALL BRANCHES 


OF MEDICINE, SURGERY ANDO THE SPECIALTIES ASHEVILLE, North Carolina 


TEACHING FACULTY—ATTENDING STAFF OF 


COOK COUNTY HOSPITAL P. O, Box 1716 Telephones: 1004-1005 
Address: Registrar, 427 South Honore St., Chicago 12, Il. 
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FOR INFANT FEEDING 
IN HOT WEATHER 


oo Gway 


ty 


Hot summer months need bring no infant 
feeding problems. Lactogen fed babies an ont 
keep happy, healthy. When refrigeration § = 
is not available feedings may be prepared — rs 
as needed. 


LACTOGEN® + WATER = FORMULA 
1 level 2 fi. ozs. 2 fl. ozs. 


tablespoon (20 Cals. per 
(40 Cals.) fl. oz.) 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100-bed private hospital for the diagnosis and treatment of psychiatric disorders, 
including alcoholism and drug addiction 
Diplomates American Board of 
J. P. King, M.D. Psychiatry and Neurology 
T. E. Painter, M.D. J. K. Morrow, M.D. —__—D. D. Chiles, M.D. 
J. L. Chitwood. M.D., Medical Consultant 
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DID YOU KNOW? 


That—In a single school day six million 
half pints of milk are consumed 
through the School Lunch Pro- 
gram?. 

That—The Proverbial milk and honey 
diet will provide adequate 
amounts of calcium, phosphor- 
ous, thiamine, riboflavin, as- 
corbic acid, pantothenic acid, 
nicotinic acid for adults? 


That—Milk is the favorite beverage of 
Americans — about two and a 
half times as popular as the 
next favorite beverage? 


—e— 


The Dairy Council 
WINSTON-SALEM & LEXINGTON 
625 Reynolds Building 
Winston-Salem, N. C. 
BURLINGTON—DURHAM—RALEIGH 
310 Health Center Building 
Durham, N. C. 

HIGH POINT & GREENSBORO 
105 Piedmont Building 
Greensboro, N. C. 


Have you ever prescribed a 


Residence Elevator? 


Where climbing stairs is painful or dan- 
gerous to a patient, a Residence Ele- 
vator may be a boon or even a lifesaver. 
These elevators are handsome, com- 
pletely safe, and simple to operate. The 
average two story installation costs less 


than $1,800.00. We shall be glad to have 
our representative call or send full 


literature to you or your patients with- 
out cost or obligation. 


s 


MONARCH ELEVATOR 
& MACHINE CO. 
GREENSBORO, N. C. 


The Largest Elevator Manufacturer in the South 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 


staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, Dr. JAMES ASA SHIELD 
AND ASSOCIATES 
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“IN THE MOUNTAINS OF MERIDIAN” 


HOYE'S SANITARIUM 


Meridian, Mississippi 


{Internal medicine. including diagnosis and 
treatment of nervous and mental diseases, 
alcoholics and narcotic addiction. Especially 
interested in giving narcotic cases gradual 
reduction. Convalescents, aged and infirm 
admitted. 

Svock Therapy, (Insulin, Metrazol, Electro 
Shock). Other approved treatments. 
and non-cooperative patients not accepted. 

A good place to spend a vacation. 

Write P. 0. Box 106 or Telephone 38-3369 

M. J. L. HOYE, M.D. 


Superintendent 
Fellow of the American Psychiatric Association 


For Shy, Nervoes, Retarded Childeon 


Year round private home and school for 
girls and boys of any age on pleasant 150 
acre farm near Charlottesville. 

Individual training and care, 
teachers. Limited enrollment, amusements, 
special diets, medical care if necessary. 
Entrance made at any time. Write for 
Booklet. 

Mrs. J. Bascom Thompson, Principal 


THE THOMPSON 
HOMESTEAD SCHOOL 
Free 


SOLID BRONZE SIGNS 


Cast solid bronze signs, drilled with screws 


“JOEL E SMITH MD 


12”——§7.2 3” $s. 8” x —$9.60. 

‘da $1 for each * additional “iine on above. 
4” x 14”--$12.30, 4” x 16”—-$14.10, 4” x 
5" x 16”——$17.60. 5” x 20”—$22.00. 6” x 20/'-—-$26.40 


CHECK MUST ACCOMPANY ORDER 
Ask for prices of other sizes. 

and other signs 3” x 12” 

$7.20. 


Also “Waiting Room” 


LAUER METAL CO. 


1108 Cathedral Street Baltimore 1, Md. 
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ENADRYL 


This is the season when bleary-eyed, 
sneezing patients turn to you for the rapid, 
sustained relief of their hay fever 


symptoms which BENADRYL provides. 


Today, for your convenience and ease of administration, 


BENADRYL Hydrochloride 
(diphenhydramine hydrochloride, 
Parke-Davis) is available in a 
wider variety of forms than ever 
before, including Kapseals®, 
Capsules, Elixir and Steri-Vials®. 
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new evaporated milk 
and Dextri-Maltose 
formulas for infants 


Liquid 
Formulas 
Convenient 
Simple to 
Prepare 


Nutritionally 
Sound 
Generous in 
Protein 


EVAPORATED 
OW FAT MILK and DEXTRE MALTOSE 
FORMULA FOR ANTS 


MEAD JOUNSON & 
EVANSViLER. INDUS 


EVAPORATED 

WHOLE MILK and DF MALTOSE 
FORMULA FOR INFANTS 

Made and Dest watts 

with added yitarran 

canned and te 


Mrap Jounson & CO 
IND © 


FOR ALMOST FOUR DECADES physicians have recognized the merits 
of infant-feeding formulas composed of cow's milk, water and 
Dextri-Maltose*. 

In LACTUM and DALACTUM., Mead’s brings new convenience 
to such formulas—for LACTUM and DALACTUM are prepared for 
use simply by adding water. 

LACTUM, a whole milk formula, is designed for full term infants 
with normal nutritional needs. DALACTUM is a low fat formula 
for both premature and full term infants with poor fat tolerance. 
Both are generous in protein. #*T. M. Reg. U. S. Pat. Off. 
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EVANSVILLE 21,I1ND., U.S.A. 


